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The term “sulfonated oil” is applied to a group of compounds arising 
from the action of sulfuric acid on an oil or fat which is partly unsat- 
urated. Such oils as olive, cod liver, teaseed and castor may be sulfo- 
nated. The characteristics of the final product depend on the method 
and degree of sulfonation. The complexity of the final products was 
shown recently in Koppenhoefer’s ' report of the analyses of three dif- 
ferent oils. 

Since, therefore, the term “sulfonated oil” does not designate a defi- 
nite chemical entity, various sulfonated oils may differ in their action 
on the skin. In fact, some sulfonated oils have been reported to be 
irritating to the skin of textile workers * and also of users of some 
shampoos.* Nevertheless, it seemed advisable to use sulfonated oils as 
detergents in certain cutaneous diseases because of their good cleansing 
action, their acid character and the small percentage of fatty acids of low 
molecular weight. An earlier investigation * showed that the presence 
of alkalis and saturated fatty acids of low molecular weight in some 
soaps caused cutaneous irritation in some persons. In this earlier work 
a sulfonated oil mixture, which contained 25 per cent sulfonated olive and 
teaseed oils, 25 per cent liquid petrolatum and 50 per cent water,’ was 


From the Department of Dermatology, Harvard Medical School, and the 
Massachusetts General Hospital, C. Guy Lane, M.D., Chief. 
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found satisfactory in 150 cases of contact and atopic dermatitis. Irrita- 
tion (redness or itching) was found in a small percentage of the cases 
in which it was used. This preparation, therefore, was used as a substi- 
tute for soap when the latter was contraindicated. Another study, by 
Klauder, Gross and Brown,® has indicated that a number of different 
sulfonated oils may be used as detergents for the skin without causing 
irritation. 

The present report deals with the results of the clinical use of the 
sulfonated oil mixture just described on patients in the dermatologic 
clinic of the Massachusetts General Hospital and in the clinics of nine 
dermatologists * in other cities who have cooperated in this study. By 
this clinical experience during the past year and a half, an attempt has 
been made to answer the following questions: 

1. Is this oil an efficient cleanser of the skin? 

2. What types of conditions will do best with this preparation ? 


3. Can patients whose skins are irritated by the use of soap employ 
sulfonated oils without irritation, and if so, do these patients show a 
relapse when soap is again used? 


4. What is the effect of this preparation on the skin with respect to 
itching, redness and dryness? 

During this time from seven of the other clinics came reports on 194 
patients (56, 36, 35, 23, 21, 15 and 8 respectively) who had used the 
preparation, and the members of the staff of our own clinic prescribed 
it for 153 patients. 

In table 1 are given the diagnoses of the patients who used this prod- 
uct, as-accurately as it has been possible to obtain the diagnoses. For 
convenience, the first two diagnoses have included several diseases prob- 
ably indicating the same clinical entity. A relatively large percentage 
of the patients had lesions of the hand or arm (102 of the patients from 
other clinics and 136 of those from our clinic). 

The age distribution of these patients, as shown in table 2, is similar 
in the two groups of cases. The majority of the patients ranged from 
postadolescent through middle age. This is of interest because it is felt 
by some that the dry skin of infants and of elderly people is more easily 
irritated by soap than the more oily skin of the adolescent and middle 
aged. The explanation of this apparent discrepancy may be that the 
soap “irritations” of children and elderly people result mainly from the 
removal by soap of the already deficient oil supply, while the irritations 


6. Klauder, J. V.; Gross, E. R., and Brown, H.: Prevention of Industrial 
Dermatitis, Arch. Dermat. & Syph. 41:331-356 (Feb.) 1940. 

7. Drs. H. N. Cole (assisted by J. R. Driver), John G. Downing, Howard 
Fox, Leon Goldman, Joseph V. Klauder, George M. MacKee (assisted by Maxwell 
Cohen and Isadore Pincus), Earl D. Osborne (assisted by James W. Jordan), 
John H. Stokes (assisted by Donald Pillsbury) and Marion B. Sulzberger. 
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of the middle-aged group may be the more severe types resulting from the 
action of alkali and fatty acids. 

As nearly as could be determined, there were about equal numbers 
of males and females among the patients in the other clinics. At our 
own clinic, however, there were 118 females and only 35 males. This 
preponderance of females, as well as the high percentage of patients 
showing lesions of the hand and arm, is due to the fact that during the 


TABLE 1.—Diagnosis of Patients Using Sulfonated Oil 


Massachusetts Other 
Diagnosis General Hospital Clinies 
10 25 
Generalized 
Dermatophytosis, with or without dermatophytids.... s 21 


(Nummular eezema, rosacea, acne vulgaris, urti- 
earia, lichen planus, sycosis, prurigo, palmar 
keratoses, alopecia areata) 


TABLE 2.—Age of Patients Using Sulfonated Oil 


Massachusetts Other 

Years General Hospital Clinies 


period of this clinical trial we were particularly interested in housewife’s 
eczema. 

Table 3 shows the results of the use of this preparation. In our 
clinic, follow-up data were available on 122 patients, or 80 per cent of 
the cases, while in the other clinics progress reports were available in 
157, or 81 per cent of the cases. 

It should be stated that in no single case were the substitution of 
sulfonated oil and the omission of soap the sole treatment. It has been 
suggested from the beginning that this preparation be used as an adju- 
vant in the treatment of certain dermatoses. In many cases only mild 
medicaments, such as boric acid ointment, an oxycholesterol-petrolatum 
ointment (aquaphor) or paste of zinc oxide N. F. (Lassar’s plain zinc 
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paste), has been used in addition to the sulfonated oil preparation. In 
some cases, however, ointment of coal tar, ammoniated mercury, 
resorcinol or roentgen radiation has been used. The complete therapy 
used for some of the patients will be indicated in the reports of cases 
which follow. 

The percentage of patients showing improvement is high. In patients 
in whom the condition was reported as being “worse” after the use of 
sulfonated oil, it could not always be said that it was worse as a direct 
result of the use of the oil. Six of the 8 patients seen at our clinic with 
a condition reported as being worse were seen only once after the treat- 
ment was started. These patients included ones with contact derma- 
titis, acne, winter eczema and dry scaling hands. Two patients with 
papulovesicular lesions on the backs of the hands were followed for some 
time, and in each the condition was worse coincident with the use of 


TABLE 3.—Condition of the Skin After the Use of Sulfonated Oil 


Massachusetts 
General Hospital Other Clinics 
< 


Condition Number Percentage. Number Percentage 


Improved ; 78.7 128 81.6 


Stationary 14.8 14 8.9 
6.5 15 9.5 


100.0 157 100.0 


sulfonated oil; it improved when use of the oil was stopped. A detailed 
report on 1 of these patients will follow. 

It was even more difficult in the reports from the other clinics to 
decide which conditions were made “worse” as a direct result of the use 
of the oil. In 15 patients with diagnoses of contact dermatitis, seborrheic 
dermatitis, sycosis, atopic dermatitis and eczema the condition became 
worse when the oil was used. Regarding several of these the physician 
in charge stated that in his opinion the relapse was independent of the 
use of the oil; in other cases the statement was made that the exacerba- 
tion was no worse than when soap was used. In only 1 of these cases 
was a positive result to a patch test with this sulfonated oil preparation 
obtained. 

One of the dermatologists reported on patch tests on 50 patients 
with diagnoses of either dermatitis venenata or eczema and obtained 
negative results in 48, an erythematous reaction in 1 and a vesicular 
reaction in 1. During the past year we have performed similar tests 
on 291 patients, in 258 of whom the results were negative, in 33 there 
was slight erythema, and in 2 there were papular reactions. Thus, sig- 
nificantly positive reactions were obtained in only about 1 per cent of 


those tested. 


| 
j 
4 
: 
i 


LANE-BLANK—SULFONATED OIL FOR SKIN DISEASES 439 


REPORT OF CASES 


Case 1.—Dermatitis sharply limited to the dorsal surfaces of the hands. 


D. S., a 14 year old school girl who did some housework, was first, seen in 
the clinic in February 1940, presenting an itching erythematous lichenified dermatitis 
on the entire dorsal surfaces of both hands and all fingers and extending onto 
the flexor surfaces of the wrists. The dermatitis ended sharply at the wrists. The 
palmar surfaces were clear. The dermatitis had been present for two winters, 
clearing during the summer. No history of allergy could be obtained. The only 
treatment prescribed was the omission of use ot soap and the use of sulfonated 
oil and a zinc oxide-starch paste. She showed a striking improvement from this 
treatment in two weeks and was nearly clear of lesions after four weeks. At 
this time when she used soap for only two days the dermatitis reappeared, and 
it again cleared with the omission of the use of soap for two weeks. A second 
relapse then occurred with the use of soap, which again promptly cleared with 
the substitution of sulfonated oil for soap. When last seen, early in June, the 
patient reported that with the omission of the use of soap during the month of 
May she had been almost entirely free of any dermatitis, while during May of 
the previous two years the dermatitis had been severe. 


This case is an instance of the type of dermatitis of the hands which 
we feel responds most satisfactorily to the substitution of sulfonated oil 
for soap. The person affected usually presents an erythematous papulo- 
vesicular, sometimes lichenified dermatitis covering most of the dorsal 
surfaces of the hands and fingers and frequently extending to the lateral 
surfaces of the fingers and the flexor surfaces of the wrists but almost 
never on the palms. The border of the lesion at the wrist is usually well 
defined, and the dermatitis is usually diffuse rather than “patchy.” 
Remissions and relapses are frequent: relapse usually follows excessive 
use of soap, and almost complete remission occurs during warm months. 
The response to a soapless regimen is frequently rapid, but during the 
first month there may be a mild relapse of short duration even though 
no soap has been used. Relapses usually occur if soap is used soon after 
a remission resulting from a soapless regimen. 

A type of dermatitis differing from that previously mentioned only 
in that numerous small, well defined, coin-shaped lesions are present | 
rather than a diffuse involvement covering the dorsum of the hand, 
usually does not respond as well to a soapless regimen alone, though we 
have observed some similar_cases in which the condition has cleared | 
satisfactorily. More radical therapy, such as the application of coal tar 
or chrysarobin, is usually required. A means of accurately distinguishing 
these clinically similar conditions would be very valuable. We are now 
studying several tests for this purpose. 


Case 2.—Dermatitis of the palms? Dermatophytosis or dermatophytid? 


M. McG., a 32 year old housewife, was first seen in November 1939, presenting 
a well demarcated, eczematoid, scaling dermatitis (?) suggesting a dermatophytosis 
on both palms, which had been present continuously for one year with the excep- 
tion of a short period during the summer. Microscopic and cultural studies for 
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fungi gave negative results. In December 1939 she was told to avoid soap 
and to use sulfonated oil and a weak sulfur and salicylic acid ointment. She showed 
continuous improvement for six weeks, after which time her palms were clear 
except for one small fissure. 


This case illustrates the type of dermatitis of the hand which limits 
itself primarily to the palms. Dryness, scaling and fissuring are common, 
and deep vesicles sometimes are seen. It is a question whether this type 
of dermatitis is due to a direct fungous infection or is a dermatophytid 
resulting from direct infection on some other area of the body. Fungi 
can seldom be found. The cause is obscure. Comparing the conditions 
illustrated by cases 1 and 2, in a definitely larger percentage of cases 
similar to case 1 than of those similar to case 2 the condition has been 
found to respond satisfactorily to a soapless regimen. 


3.—Atopic dermatitis. 

H. M., a 27 year old single woman, unemployed and doing some housework, 
was first seen at the age of 17, when a diagnosis of “sensitization eczema” was 
made. The dermatitis had started in the cubital areas when she was 4 years 
old and had continued intermittently (remissions usually during the warm months) 
until she was 13. With the onset of menses at this age the lesions spread rapidly 
to involve a large part of the body and remained extensive until she was 19, 
with only slight remissions during the summer. Between the ages of 19 and 23 
she had five hospital admissions, on each occasion making a good recovery with 
mild coal tar therapy. From the age of 24 she was seen frequently in the 
outpatient department, presenting the dry, leathery, excoriated lesions of the face, 
neck and forearms that are typical of atopic dermatitis. She was treated with many 
ointments and washes, including coal tar, naftalan, ammoniated mercury, solution 
of coal tar N. F. and potassium permanganate. In February 1940 she was told 
to avoid soap completely and was given only sulfonated oil and boric acid oint- 
ment. During the next six weeks her skin became much less lichenified and 
pruritic. Subjectively and objectively her skin was much better than during the 
same season of previous years. 


The condition in this case is representative of a typical adult atopic 
type of dermatitis. Soap is usually considered an irritant for such con- 
ditions and is therefore omitted as part of the therapy. The improve- 
ment in this case should not be attributed to the use of sulfonated oil, 
but with this material a patient can maintain satisfactory hygiene of the 
skin without the irritation often caused by soap, and in no case of atopic 
dermatitis observed by us has the condition been irritated by the use of 
the sulfonated oil. 


Case 4.—Ecsema of the hands (?) irritated by sulfonated oil. 

J. A., a 28 year old housewife, was first seen in February 1935 with “eczema 
of the hands,” present since she was 12 years old during the winter months only. 
She presented moist papulovesicular areas on the dorsa of both hands and fingers. 
A coal tar ointment and calamine lotion were prescribed, which quickly brought 
about a remission of the lesions. She was seen each of the next four winters and 
was able to control the dermatitis easily by the same therapy. In October 1939 
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she again returned to the clinic with similar lesions. This time the avoidance of 
soap and the use of sulfonated oil and boric acid ointment were prescribed. There 
was no improvement in one week, and the same coal tar ointment and calamine 
lotion she had used in previous years were prescribed along with the sulfonated 
oil. This treatment was continued for six weeks, during which time she was seen 
on three occasions, each time presenting a spread of the dermatitis. The use of 
sulfonated oil was then stopped; use of the ointment and lotion was continued, and 
soap was used. She was seen again in two weeks and showed a marked 
improvement. 


This is 1 of the 2 cases in our clinic in which, under careful observa- 
tion, the condition seemed to be worse during the use of sulfonated oil 
and better when its use was stopped. 


COMMENT 


It will be observed in these reports of cases that some type of treat- 
ment with ointment, always accompanied the use of the sulfonated oil. 
In addition to the conditions which respond to mild therapy, such as 
boric acid ointment or zinc oxide—starch pastes, we have found some 
conditions which require mildly “stimulating” therapy, such as an oint- 
ment containing a small percentage of tar. A patient presenting numer- 
ous vesicles may be treated with warm boric acid packs for a few days 
before the use of sulfonated oil or any ointment is begun. 

The consensus of the dermatologists using the sulfonated oil is that 
it cleans the skin satisfactorily. Some patients have stated that they did 
not “feel clean” because there was no lather, and others objected to the 
liquid form of the detergent for long-continued use and to the difficulty 
of using it for bathing. However, until some other form of the detergent 
is developed, such as a paste or cake, it is apparently more satisfactory 
for many patients than the liquid petrolatum or olive oil previously 
used for cleansing purposes. All patients find it much more satisfactory 
than soap for the removal of ointments from hairy areas, and the nurses 
in our dermatologic ward are enthusiastic about its use in conditions of 
the scalp for cleansing purposes when an ointment has been used. 


Opinion is divided as to whether the sulfonated oil has a drying effect 
on the skin. There are reports of some patients with ichthyotic skins 
benefiting from its use, and other opinions are that it has a drying 
effect in most of the patients. We have had a number of complaints 
of the drying effect, and for that reason a mild ointment is often recom- 
mended. A further study of this problem is now being made in our 
clinic. 


In our clinic the specific eruption for which this sulfonated oil prep- 
aration has proved most helpful consists of erythematous, papulovesic- 
ular, sometimes lichenified, diffuse lesions occurring on the dorsal 
surfaces of the hands and fingers and frequently extending to the lateral 
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surfaces of the fingers and flexor surfaces of the wrists but seldom onto 
the palms.. There is frequently an almost complete remission during 
the warm months; relapses usually follow excessive use of soap. This 
condition is variously diagnosed as contact dermatitis, dermatitis vene- 
nata, soap dermatitis and eczema. The sulfonated oil has been useful 
also as an adjuvant in the management of atopic dermatitis, contact 
dermatitis, acne vulgaris and seborrheic dermatitis. It is particularly 
helpful for removing ointments used in the treatment of diseases of the 
scalp. 

The reports received from the other dermatologists do not permit 
as specific a statement of the type of cutaneous condition which has done 
best coincident with the use of sulfonated oil. In general, it was felt 
that almost all diseases of the skin in which soap is contraindicated 
respond well to the substitution of sulfonated oil for soap. Among such 
diseases those mentioned by one or more of the dermatologists include 
eczema, neurodermatitis, contact dermatitis, atopic dermatitis, derma- 
tophytids of the hands, ichthyosis and infectious eczematoid dermatitis. 

During the four years in which this sulfonated oil has been used in 
our clinic only 2 cases have been observed in which it was felt that irri- 
tation resulted from its use. In some other cases relapses occurred coin- 
cident with the use of the oil, but on further observation it could not be 
shown that the oil was responsible for them. Many persons have used 
the oil for long periods; we have encountered no case in which we 
thought that the patient had acquired a hypersensitivity to the oil. Less 
than 1 per cent of 350 patients gave significantly positive reactions 
to patch tests with the oil. 

All of the dermatologists agreed that the oil did not cause irritation 
in a large majority of the patients with soap-irritable skins. Of this 
group, all of whom must be thought of as persons with skins easily 
irritated by many substances, in only 3 or 4 was irritation due to the 
sulfonated oil. One dermatologist reported a case in which he thought 
a hypersensitivity to the oil had developed while it was being used. 

Many of our patients whose lesions cleared with a soapless 1egimen 
had a relapse when soap was again used within four to six weeks after 
having stopped its use. In isolated cases in which a soapless regimen 
was continued for long periods of time (up to six months) soap was 
then used again with no relapse. Occasionally mild relapses were 
observed during the first month of a soapless regimen, but these relapses 
were short and cleared with no change of therapy. 

The statements of the other dermatologists as to whether or not the 
conditions which improve with the use of sulfonated oil relapse when soap 
is again used show a difference of opinion. This has arisen, perhaps, 
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because the length of time during which the patients were asked to avoid 
soap undoubtedly varied over a wide range and the amount and type 
of soap also probably varied widely. 


SUMMARY 


The results of the use of sulfonated oil as a detergent in 279 cases 
from ten dermatologic clinics are reported. A majority of these cases 
showed lesions of the hand and had a diagnosis of contact dermatitis, 
dermatitis venenata or eczema. The ages of most of the patients ranged 
from the postadolescent through the middle age range. 

In most of the cases treatment with mild ointment was recommended 
along with the use of the sulfonated oil. 

While using the sulfonated oil, approximately 80 per cent of the 
patients showed improvement, and in only 8 per cent did the condition 
become worse. In only 1 case was it thought that a patient acquired a 
hypersensitivity to the oil while using it. 

Less than 1 per cent of 350 patients given patch tests with the oil 
showed a significantly positive reaction. 

Most patients showing eczematoid lesions on the hands can use 
sulfonated oil advantageously with no irritation. In this group those 
patients who present ill defined erythematous papulovesicular lesions of 
the dorsa of the hands and the lateral surfaces of the fingers show the 
best response to a soapless regimen. In them the condition frequently 
relapses when soap is again used, unless the soapless regimen has been 
maintained for a long time. 

Almost all patients with dermatoses with which soap is contra- 
indicated, such as atopic dermatitis, contact dermatitis and seborrheic 
dermatitis, can maintain satisfactory hygiene by the use of sulfonated 
oil and not be irritated by it. It has been particularly useful for the 
removal of ointments used in treatment of the scalp. 
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TREATMENT OF HERPES SIMPLEX WITH 
MOCCASIN SNAKE VENOM 


A. A. FISHER, M.D. 
NEW YORK 


The most generally accepted dermatologic theory is that herpes 
simplex is a virus disease. As Wise and Sulzberger’ pointed out, 
“Herpes virus lies latent until an activating or synergistic force decreases 
local tissue immunity.” Some people are immune or carriers of the 
virus. In one attack, a food or a drug may suffice to act as the synergist, 
activating the virus to produce the local disease; in another, sunlight; 
in a third, trauma; in a fourth, a common cold or a sharp rise in 
temperature ; in a fifth and sixth, menses or sexual intercourse. 

In a previous communication * I reported the treatment of scars with 
blistering doses of ultraviolet rays. In attempting this treatment on a 
patient with depressed scars following acne, I found that even mild 
erythema doses of ultraviolet rays caused severe herpes simplex to recur 
in a certain area on the cheek. This herpes was so severe as to preclude 
any further treatment. A moderately severe sunburn would also cause 
herpes to appear in the same area in this patient. 

Kelly,’ in a preliminary report on the treatment of herpes simplex 
with moccasin snake venom, found that in cases in which there had been 
reported recurrences of the herpes the number of such recurrences 
seemed to have been materially decreased by the use of moccasin snake 
venom. 

With this report in mind, I gave the patient in whom herpes was 
activated by ultraviolet radiation two doses of moccasin snake venom,‘ 
0.2 cc. of a 1:3,000 dilution, with an interval of one week. Three weeks 
after the second dose herpes no longer appeared after exposure to ultra- 
violet radiation. I was subsequently able to give this patient strong 
erythematous and even blistering doses of ultraviolet rays without 
causing a recurrence of the herpes. This immunity has so far lasted for 


From the Department of Dermatology, Queens General Hospital, Jamaica, 
N. Y. 

1. Wise, F., and Sulzberger, M. B.: Year Book of Dermatology and 
Syphilology, Chicago, The Year Book Publishers, Inc., 1939, p. 181. 

2. Fisher, A. A.: The Removal of an Accidental Vaccination Scar by Blis- 
tering Doses of Ultraviolet Rays, J. A. M. A. 110:641-643 (Feb. 26) 1938. 

3. Kelly, R. J.: Treatment of Herpes Simplex with Moccasin Venom, Arch. 
Dermat. & Syph. 38:559-602 (Oct.) 1938. 

4. The moccasin venom used in this report was snake venom solution moccasin, 


Lederle, 1 to 3,000 dilution. 
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eighteen months. The use of moccasin snake venom in other cases of 
herpes simplex due to known and unknown causes, while not so 
spectacular, was encouraging. 

Several patients who received little or no benefit from the use of 
smallpox vaccination ° in the treatment or prevention of herpes simplex 
were also benefited by the use of snake venom. 

Most patients received two doses of snake venom, 0.2 cc. of 2 1 :3,000 
dilution, subcutaneously one week apart. Within a half hour after the 
injection the site of the injection became moderately tender and heavy 
with a slight swelling. The majority of the patients described the 
sensation as that of being struck on the arm. This sensation disappeared 
three to four hours after the injection. In 3 patients to whom more 
than two injections were given swelling, redness and itching developed 
at the site of injection, which subsided in eight to ten hours. Peck, 
Rosenthal and Erf °® called this a reaction of hypersensitivity. It caused 
no particular difficulty in my cases. There were no general reactions. 

The moccasin snake venom was also tried in 4 cases of herpes 
progenitalis. The results were just as good as in the cases of herpes 
simplex. Ullmann‘ stated that herpes genitalis is probably different 
from herpes simplex. However, the action of snake venom seems to be 
similar in both types. 

REPORT OF CASES 

Case 1.—Mrs. J. W., aged 30, since the age of 10 years has had herpes 
simplex recur on her nose and lip every two or three months. In April 1939 
I vaccinated her six times at intervals of three weeks with smallpox vaccine. 
After six months the herpes kept recurring with the same frequency. She was 
then given two doses of moccasin snake venom, 0.2 cc., one week apart. Her 
next attack of herpes recurred three weeks after the second injection of moccasin 
snake venom, and for the first time in twenty years the herpes was greatly 


modified in intensity and duration. I gave her then a third dose of moccasin 
snake venom. Since then she has had two evanescent attacks in the past year. 
Case 2.—Mrs. F. V., aged 42, had frequent recurrent attacks of herpes of the 
mouth and tongue since she began taking an emulsion of liquid petrolatum with 
phenolphthalein. When she stopped using the phenolphthalein compound there 
were no more attacks. She was then allowed to resume the use of the emulsion 
and the herpes recurred. Then she was given two doses of moccasin snake venom 


5. Schmidt, F. R.: Vaccination for Herpes, Arch. Dermat. & Syph. 32:106 
(July) 1935. Davis, P. L.: Recurrent Herpes of Cornea and Recurrent Herpetic 
Fever: Results of Treatment with Smallpox Vaccine, J. A. M. A. 114:2098-2099 
(May 25) 1940. Foster, P. D., and Abshier, A. B.: Smallpox Vaccine in Treat- 
ment of Recurrent Herpes Simplex, Arch. Dermat. & Syph. 36:294-301 (Aug.) 
1937. 

6. Peck, S. M.; Rosenthal, N., and Erf, L. A.: Purpura: Classification and 
Treatment, with Special Reference to Treatment with Snake Venom, Arch. Dermat. 
& Syph. 35:830-867 (May) 1937. 

7. Ullmann, E. V.: Prevention of Recurring Herpes, Northwest Med. 38: 
15-18 (Jan.) 1939. 
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and allowed to continue taking the laxative for six months, with no further 
recurrence of herpes of the mouth and tongue. 


Case 3.—Mr. M. B., aged 56, suffered from recurrent herpes of the mouth and 
tongue for thirty years. His attacks would recur at six to eight week intervals 
with great regularity. Each attack would be characterized by three or four ulcers 
on the tongue and buccal mucosa which lasted two and one-half to three weeks. 
These ulcers would greatly interfere with eating or chewing. No definite 
cause could be ascertained. He was given two injections of moccasin snake 
venom one week apart. During the past year the attacks have continued to recur 
but with greatly diminished intensity. The ulcers are small and relatively painless 
and last only two or three weeks. 

Case 4.—Mr. J. T., aged 37, suffered from herpes progenitalis at intervals of 
three to six months following intercourse. At the height of the attack definite 
vesicles would form, which would soon become painful ulcers lasting from three 
to four weeks. He received two injections of snake venom one week apart. In 


Summary of Eleven Cases of Herpes Simplex 


Result of Treatment 
| 


Injee- Attacks in oO 
tions Past Year Attacks 


Lip and nose Evaneseent 
Cured 


Tongue and 
mouth 


on 


Mild 


Evanescent 


Evanescent 
Evanescent 
Mild 
Moderate 


Age 
30 
42 
56 
37 
36 
28 
42 
19 
26 

7 
28 


* These cases are described in detail. 


the past year the attacks of herpes have continued to recur but are now char- 
acterized by small papules which do not go on to vesiculation or ulceration. The 
attacks last for only three or four days. 


This method has been tried in 11 other cases of herpes of various 
parts of the face and in cases of herpes progenitalis. Not enough time 
has elapsed to evaluate fully the importance of this method in these 


other cases. 
CONCLUSIONS 


1. Moccasin snake venom will in most cases decrease the number 
and intensity of attacks of herpes simplex. This is in conformity with 
Kelly’s * observations. 

2. Moccasin snake venom may be effective even when the known 
cause of herpes simplex is still operating. 

3. Moccasin snake venom may be effective when smallpox vaccination 
fails. 
4. Moccasin snake venom seems to be effective in herpes progenitalis. 


Number of 
Severe Number 
: Duration Attacks of Nu 
in per 
a Case Years Year Site 
1* 
2* 
3* 
4* 
5 Moderate 
6 Mild 
7 Unchanged 
9 
10 
11 


THEORETIC CONSIDERATIONS AND CLINICAL 
USE OF GRENZ RAYS IN DERMATOLOGY 


FREDERICK KALZ, M.D. 
MONTREAL, CANADA 


The grenz rays have but recently reached the extent of administra- 
tion which they deserve. Their development has been relatively slow 
for many reasons. At the outset, neither the apparatus nor the measure- 
ment was satisfactory. The roentgenologist does not possess the exact 
knowledge of cutaneous diseases in their various stages, and the derma- 
tologist is less interested in physics and in complicated calibration 
technics; hence, little has been added to Bucky’s! indications and 
technic. 

Inexpensive and useful equipment has become commercially available 
in recent years, and the calibration technic has been greatly improved. 
The practical use of grenz rays has been improved by a more exact 
knowledge of the biologic effects, and about ten years seems sufficient 
to judge the effectiveness and possible dangers of these rays. 


HISTORY AND PHYSICS 


The use of long wave roentgen rays for the treatment of cutaneous 
diseases was introduced by Schultz.* Exact methods of measurement 
did not exist, and destructive after-effects were frequently seen. At that 
time the rays were produced at a potential of about 25 kilovolts. It was 
impossible to use softer rays, because the glass of the roentgen tube did 
not permit the passing of long wave rays. An important step was the 
invention by Lindemann of a special lithium glass. Bucky ' constructed 
a roentgen tube using a lithium glass window, which, because of its low 
atomic weight, allowed the passage of long wave roentgen rays. He 
stated the belief that the biologic effect of these rays justified their 
separate classification, and he gave them the name grenz rays (border 
rays). 

From the Section of Dermatology, Department of Medicine, Royal Victoria 
Hospital. 

1. Bucky, G.: (a) Reina Oberflachentherapie mit iiberweichen Roentgen- 
strahlen, Miinchen. med. Wchnschr. 72:802 (May 15) 1925; (b) “Grenz” (Infra 
Roentgen) Therapy, Am. J. Roentgenol. 17:645 (June) 1925; (c) Grenz Ray 
Therapy, New York, The Macmillan Company, 1929. 

2. Schultz, F.: X-Ray Treatment of Skin Diseases, New York, Rebman 
Company, 1911. 
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Grenz rays are produced by a potential of from 5 to 12 kilovolts 
and have a wavelength of from 1 to 3 angstroms. They are easily 
filtered on passing through any substance, even air. Practically all rays 
are absorbed by the air when a focal skin distance of more than 20 cm. 
is used. 

Every filter absorbs the softer rays more easily than the harder 
rays. The quality of the ray mixture is changed, and there is an 
increased proportion of hard rays. Grenz rays are similarly altered 
by passing through the air (Meyer*). Another property of the grenz 
rays is the strong characteristic radiation of the metals in the anti- 
cathode. The radiation emitted by the Siemens tube is composed 
partially of the characteristic radiation of tungsten, while that of the 
Miller tube consists almost entirely of the 1 series type of chrome 
and iron.* Klévekorn® has studied the biologic effect of characteristic 
radiations. Grenz rays do not differ in principle from other roentgen 
rays, their special properties being due to their softness. 


BIOLOGIC PROPERTIES 


The greatest part of the ray energy is absorbed by the superficial 
layers of the skin and therefore becomes effective only on its surface. 
The stratum germinativum is less affected than by harder roentgen 
rays, and only 10 per cent of the radiation penetrates to the vessels 
of the cutis.° Rajewsky and Gabriel* have shown by experiments on 
rabbits, which have thin skins, that only 23 per cent of the radiation 
produced by 9 kilovolts reaches the subcutis. Many authors have dem- 
onstrated by microscopic examinations that with moderate dosage 
changes can be seen only in the epidermis.* 


3. Meyer, H.: Soll man bei Grenzstrahlen Selectivfilterung anwenden? 
Fortschr. a. d. Geb. d. ROéntgenstrahlen 45:703, 1932. 

4. Gfrorer, O., and Berger, H.: Spectrographische Untersuchungen an den 
verschiedenen Typen von Grenzstrahlréhren, Strahlentherapie 48:510, 1933; Ueber 
die Notwendigkeit der exakten Dosisangabe bei Arbeiten tiber Grenzstrahlbe- 
handlung, ibid. 38:184, 1930. 

5. Klévekorn, G. H.: Die biologische Wirkung der Metalleigenstrahlung, 
Zentralbl. f. Haut- u. Geschlechtskr. 25:26, 1927. 

6. Cipolarro, A., and Mutscheller, A.: Absorption of Roentgen Rays by the 
Skin, Arch. Dermat. & Syph. 41:87 (Jan.) 1940. Bucky.1¢ 

7. Rajewsky, G., and Gabriel, G.: Untersuchungen an sehr weichen R6éntgen- 
strahlen, Strahlentherapie 30:308, 1928. 

8. Buschke, A., and Sklarz, E.: Histologische Befunde an der mit tiber- 
weichen R6ntgenstrahlen behandelten Haut von Mausen und Meerschweinchen, 
Miinchen. med. Wehnschr. 72:806 (May 15) 1925. Rottmann, H. G.: Zur 
Kenntnis der Histologie des Grenzstrahlenerythems, Strahlentherapie 27:518, 1927. 
Herxheimer, K., and Uhlmann, E.: Ueber die Wirkung der Grenzstrahlen auf 
die Haut: Histologische Untersuchungen, Arch. f. Dermat. u. Syph. 157:467, 1928. 
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ADVANTAGES 


The chief advantage of the grenz rays is their harmlessness. Serious 
injuries due to overdosage, such as ulcers, severe vascular damage, 
sclerosis of the connective tissue and keratoses, have not as yet been 
observed. 

The irradiation of the scalp is possible in fairly large and effective 
doses, and even temporary epilation does not occur. Similarly, the 
radiation of the scrotum and ovarian region is possible without injury 
to the gonads. 

It is possible at one sitting to expose the whole body, since damage 
to the blood-forming organs is excluded and since roentgen ray sickness 
never appears. Naevus flammeus, Darier’s disease and certain stages of 
dermatitis do not respond to roentgen ray therapy, while grenz ray 
therapy is successful. 

The most important advantage, however, lies in the fact that the 
treatment can be repeated much more frequently than with harder rays. 
The cumulative effect with suitable doses is minute. 

There are many chronic relapsing dermatoses for which rational 
treatment of the causative agent is not possible. Roentgen therapy is 
often effective for these eruptions, but relapses cannot be prevented. It 
is possible to repeat roentgen ray treatment several times, but the 
cumulative effect prevents oft repeated therapy. Further treatment 
may then result in severe damage. Spiethoff* warned of roentgen 
tt.erapy—addicted patients who, accustomed to the rapidly effective 
treatment, approach new physicians not telling them of the preceding 
treatment, when their own physician refuses to continue this therapy. 

It is possible by the use of careful dosage, fractionization and suitable 
wavelengths to avoid any strong cutaneous reactions with grenz rays. 
The difference between the toxic dose and the effective radiation quantity 
is so large that in ordinary practice one need not fear an accumulation. 
It is because of these factors that the irradiation of most of the relapsing 
dermatoses can be repeated as frequently as necessary. 


GENERAL RULES FOR TREATMENT 


The preliminary requirement for successful and safe therapy is the 
observation of several important items. The dosage must be qualita- 
tively and quantitatively exact. The air acts as a filter in grenz ray 
therapy, so that even a minute change of the focal skin distance 
(F. S. D.) results in an important change which affects not only the 
quantity but also the quality of the rays. The half value layer 


9. Spiethoff, B., and Berger, H.: Widerlegung einiger Einwande gegen die 
Grenzstrahlen, Dermat. Wchnschr. 100:281 (March 9) 1935. 
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(H. V. L.), measured on thin aluminum or cellon plates, serves as a 
practical measurement. 

Irradiation applied at a focal skin distance of 10 cm. with 10 milli- 
amperes and 10 kilovolts has a half value layer of approximately 0.02 
mm. of aluminum. A slight change of this half value layer results in a 
great difference in the effect. This is particularly noticeable when one 
deals with a thickening of the stratum corneum. A too soft quality of 
rays, which is completely absorbed in the hyperkeratotic or parakeratotic 
layer, will show no effect. At first this factor was not considered. Fuhs 
and Konrad,'° for example, could not observe any success in the thickened 
skin of patients with neurodermatitis, but this failure has been shown to be 
due to the use of too soft rays.’* It is necessary to accommodate the quality 
of the rays exactly to the condition to be treated and to concentrate the 
ray effect at the proper depth in the skin. The hardest rays which can 
be applied without danger correspond to a half value layer of 0.034 mm. 
aluminum. If one uses more penetrating rays, the vascular layer will be 
reached and the chief advantage of the grenz rays will be sacrificed. 

Further experimental work has shown‘ that it is often advanta- 
geous to use divided doses, similar to the method used by Coutard, owing 
to the fact that in a fractionated application the cutaneous reaction is 
noticeably less and a larger total quantity may be safely given. 

The sensitivity of different persons and of different regions of the 
body to rays must be given more consideration than in ordinary roentgen 
ray therapy. The thick corneum stratum of a laborer’s hand can be 
given twice that which could be safely applied to the tender skin on the 
flexor surface of an arm. 

In a hospital service in which 700 patients were treated yearly, it 
was possible to establish an exact table for the irradiation of various 
dermatoses. Several theoretic problems must be discussed in order to 
make clear the practical application of grenz rays. 


THEORETIC CONSIDERATIONS 


Erythema.—Grenz rays are effective chiefly on the superficial cutane- 
ous layers. The intensity of the erythema after irradiation does not, 
however, serve as a suitable measurement of the utilized doses, analogous 
to the erythema doses as established for ordinary roentgen rays. The 
sources of error in the administration of grenz rays are disproportion- 
ately larger than with short wave rays. The individual ray sensitivity 
is more conspicuous, and the difference in the intensity of erythema after 


10. Fuhs, H., and Konrad, J.: Grenzstrahl-Hauttherapie, Berlin, Urban & 
Schwarzenberg, 1931. 

11. Kalz, F.: (a) Zur Frage des Tiefenquotienten in der Grenzstrahltherapie, 
Arch. f. Dermat. u. Syph. 170:341, 1934; (b) Grenzstrahlenprobleme, Strahlen- 
therapie 54:96, 1935. 
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a given dose is more than 100 per cent in different persons. This is due 
to three factors: (a) vessel lability, (b) the thickness of the epithelium 
and the stratum corneum and (c) the pigment content (Miescher **). 
The effect of the vessel lability on the intensity of reaction to short wave 
roentgen rays has been proved by capillary microscopic examination 
by David and Gabriel.** The influence of these three factors is much 
greater with grenz rays.’!” Because of these considerations, sensitivity 
to the rays in different regions may vary greatly in any given person. 

On the basis of numerous test irradiations, I have been able to estab- 
lish the following regional scheme of decreasing sensitivity : 


1. The anterior aspect of the neck and the antecubital and popliteal 
spaces. 

. The flexor surface of the extremities, abdomen and chest. 

. The face, when not strongly pigmented. 

. The back and the extensor surfaces of the extremities. 

. The face, when strongly pigmented. 

. The nape of the neck. 

. The scalp, shaven. Atrophic skins associated with permanent 
alopecia are essentially more sensitive. Hair exerts a strong 
filtering effect. 

8. The back of the hands. 
9. The palms and the soles. 


Hyperemia caused by external irritation, inflammatory processes, 
such as seborrheic dermatitis, or vasoparesis, as in cutis marmorata, 
increases the sensitivity of the skin to grenz rays. These factors are to 
be borne in mind not only in the measurement of experimentally 
produced erythema but in the calculation of dosage. The pigmentation 
is variable in amount and cannot be used as a unit of measurement. 

In some cases the capillary microscopic examination is of assistance 
in the measurement of the degree of erythema (Gabriel**). This 
method, however, must be used with caution, since even increasing 
pressure or friction with the apparatus changes the picture. The fluo- 
rescent light, as used by Uhlmann," is useful for the recognition of the 
slightest erythema. The degree of erythema must be determined at the 


12. Miescher, G.: Das R6ntgenerythem, Strahlentherapie 16:333, 1924. 

13. David, O., and Gabriel, G.: Zur Kapillarmikroskopie des Roentgenerythems, 
Strahlentherapie 15:125, 1923. 

14. Gabriel, G.: Physikalische und biologische Untersuchungen iiber die 
sogenannte Grenzstrahlung, Strahlentherapie 24:534, 1927; Weitere Untersuchungen 
iiber die sogenannte Grenzstrahlung, ibid. 26:189, 1927. 

15. Uhlmann, E.: Beitrage zur Biologie der Strahlenwirkung: Untersuchungen 
zur Erythemfrage, Ztschr. f. d. ges. Therap. 42:57, 1932; Untersuchungen zur 
Pigmentfrage, ibid. 42:101, 1932. 
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same time of day, because a constant diminution of the erythema has 
been found in the morning, with a corresponding increase in the 
evening.*® 

The flexor surface of the forearm has been constantly used as a test 
region, unless otherwise indicated. 

The described experiments have been made with a Siemens Reininger 
Veifa grenz ray apparatus, using a Siemens grenz ray tube. The dosage 
was measured with a Strauss “Mekapion” (a calibration apparatus) with 
a grenz ray chamber. Radiation has been administered, unless otherwise 
specified, under the following conditions: focal skin distance, 10 cm.; 
200 volts primary ; 10.5 kilovolts maximum; 10 milliamperes; half value 
layer, 0.02 mm. of aluminum; reflux per minute, 600 r. 

Course of the Erythema.—The course of erythema in roentgen 
therapy is wavelike. Miescher ‘* described the following schedule: 
(1) beginning of the first wave, one to four days after irradiation; (2) 
beginning of the second wave, eight to twenty-two days after irradiation, 
and (3) beginning of the third wave, thirty-four to fifty-one days after 
irradiation. This three wave type is, in the case of grenz rays, normal 
(Kalz *). 

The following average values have been found with a dosage of 600 
to 1,200 r: (1) beginning of the first wave on the first day; (2) begin- 
ning of the second wave ten to fourteen days after irradiation, and (3) 
beginning of the third wave twenty-four to forty days after irradiation. 

A fourth erythema wave, as Miescher noticed with hard rays, can 
frequently be observed with Bucky rays. Miescher ** observed that the 
third erythema wave was the strongest, while Glocker, Hayer and 
Jiingling ** stated that the first erythema wave was the most intense. 

There is no doubt that with grenz rays the third erythema, which 
occurs on the thirtieth day, is the strongest. This erythema wave, which 
has a special significance, will be henceforth referred to as the main 
erythema. The main erythema is absent with doses of less than 400 
to 500 r. One can, however, at times obtain a reaction of the three 
wave type even after small doses. This is due to a duplication of the 
first wave in the absence of the main erythema. In this respect my 
results have coincided with those of Koch.‘7 The waves occur as 
follows: (1) first wave on the first day (duration, a few hours) ; 
(2) second wave on the fifth day, and (3) third wave on the tenth day. 

In rare instances, five or six divided waves may occur. Occasionally 
one wave appears to be missing, because of the fusion of two waves. 


16. Glocker, R.; Hayer, E., and Jiingling, O.: Ueber die biologische Wirkung 
verschiedener RO6ntgenstrahlenqualitaten bei Dosierung in R-Einheiten, Strahlen- 
therapie 32:1, 1929. 

17. Koch, F.: Biologische Untersuchungen iiber Grenzstrahlen, Strahlen- 
therapie 51:541, 1935. 
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Just as the course varies in different persons, thus the same erythema 
course repeats itself regularly in the same person. 


Effect of Increase in Dosage on the Intensity of the Erythema—At 
the beginning of the grenz ray era, it appeared as if a new type of ray 
had been discovered. It seemed that the biologic effect lay between 
that of the roentgen rays and that of the ultraviolet rays. This error 
was further encouraged by the experiments of Hausser and Schlechter.** 
They stated that a 100 per cent increase in dosage had but a slight 
effect on the intensity of the reaction to the rays. Other investigators 
agreed with this observation. The last conception would separate the 
grenz rays from all other roentgen rays. 

For comparison of the cutaneous reaction after different doses, it is 
more accurate to compare not only single waves of reddening with each 
other but also the intensity of the entire course of the erythema. It 
appears that Hausser’s observations were correct only with reference 
to the first, though by no means important, erythema wave, the so- 
called preliminary or early erythema. 

One obtains entirely different results when the main erythema wave 
is considered. Here small changes in intensity result in a corresponding 
change in the reaction. As a rule, doses under 400 to 500 r do not 
produce a main erythema. A small increase in dosage (from 10 to 20 
per cent), however, may cause the third wave to appear, so that at times 
a small augmentation in dosage results in an erythema double in inten- 
sity. This is illustrated by figures 1 to 3. 

Variations in dosage from 600 to 800 r have little effect on the first 
two erythema waves (fig. 1). On the other hand, these variations cause 
a decided difference in the intensity of the main erythema. In a ray- 
sensitive patient (fig. 2) 200 r provoked two erythema waves, 400 r, 
three waves, and 500 r, four waves. 

Four grades of erythema are used as an explanation for the curves 
(fig. 3): just visible redness, distinct reddening, strong reddening and 
strong bluish red erythema with slight swelling. To this must be added, 
in cases of stronger reactions: dermatitis with bullous formation and 
complete epitheliolysis. 

Even more obvious is the difference when the number of erythema 
days and the duration of the total time during which waves occur are 
considered : 

With 400 r: eight erythema days, with the total duration of 
erythema, twenty-four days. 

With 500 r: fifteen erythema days, with the total duration of 
erythema, forty-six days. 


18. Hausser, K. W., and Schlechter, E.: Die Hautciythemdosis (HED) als 
biologisches Mass der Strahlenwirkung, Strahlentherapie 27:348, 1928. 
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The same can be observed with higher doses, when the fusion of the 
erythema waves occurs. 

With large doses the waves fuse (fig. 3), but the differences in inten- 
sity of the reactions are distinct. A steep increase in the reaction is 
observed when the dosage is augmented. This, however, is not visible 
in the early erythema but only in the main erythema. Wilhelmy *” con- 
firmed those experiments and disagreed with Hausser. 


| [pay | | th | » | | 


Fig. 1—Variations in dosage from 600 to 800 r have little effect on the first 
two erythema waves (Kalz 11>), 


, 800 r (strong third wave) 


Sz 
AR 
Fig. 2.—Ray-sensitive patient; 200 r provoked erythema waves (........ |B 
400 r, three waves (- - -— -— - ), and 500 r, four waves (—————) (Kalz ™). 
DAY 


Fig. 3.—Reactions to rays: E1, just visible redness; E 2, distinct reddening ; 
E 3, strong reddening; E4, strong bluish red erythema with slight swelling; D1, 
dermatitis with bullous formation, and D 2, complete epitheliolysis (Kalz 1»). 


The Smallest Dose Which Still Produces an Effect on the Skin— 
Opinions differ on this question. Bucky ** and Fuhs and Konrad,"” 
among others, described 200 r as the minimum dose showing an effect. 
while Koch ** stated that, although he did not notice any erythema, he 


19. Wilhelmy, E.: Ueber die Reaktion der Haut auf langwellige Roentgen- 
strahlen und Kathodenstrahlen, Strahlentherapie 55:498, 1936. 


f ——.,, 600 r (two erythema waves without main erythema) ; 
Ag —~----, 700 r (small third wave), and 
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did see pigmentation after 100 r. One cannot dismiss on principle the 
opinion that pigmentation can appear without any preceding erythema. 
My experiments * confirm those of Hausser,?” who observed that a 
reddening preceded each pigmentation. 

I have seen in a series of 50 patients who were given 100 r, and in 
some instances even 50 r, a faint erythema, with subsequent slight pig- 
mentation. It has been possible to observe separate erythema waves in 
most instances. There is no visible reddening in persons with less sen- 
sitivity to rays, but one can always see a slight erythema with fluorescent 
light. 

The Effect of the Quality of the Rays on the Cutaneous Reaction.— 
This question is particularly important from the practical viewpoint. 
I have determined that increasing the hardness of the ray from a halt 
value layer of 0.02 mm. of aluminum to 0.03 mm. noticeably increases 
the intensity of the cutaneous reaction." These experiments have been 
performed on human skin. These differences are noticeable only with 
the main erythema, whereas with the preliminary erythema the intensity 
of the redness is the same. 

Further tests have been made on the epilatory effect on the thin skins 
of rabbits. When hard rays are used, not only is the alopecia more 
noticeable, but it is also permanent; whereas when less penetrating rays 
are applied, only a temporary epilation occurs. The histologic picture 
also shows a different course. Atrophy does not occur when less 
penetrating rays are used, while harder rays cause distinct atrophy of 
the hair follicle. 

A similar reaction can be noticed in persons with various dermatoses. 
Two equally large areas in a patient with psoriasis were treated with 
hard and soft grenz rays in a dose of 100 r. A rapid healing effect was 
obtained with the harder rays, which easily penetrated the thick para- 
keratotic layer, while no effect was observed with the softer rays. 

The effect differs not only in the intensity of the erythema but also 
in the late sequelae. Patients have been examined twelve and eighteen 
months after the irradiation of test areas with rays of different quality. 
Sequelae, with the exception of pigmentation, are absent when doses of 
1,000 to 1,500 r of the softer rays are given. The pigmentation is 
greater when harder rays are used, and there is also distinct displace- 
ment of pigment. 

The following qualities of rays were compared in the experiment 
previously mentioned: focal skin distance of 10 cm., 8.5 kilovolts and 
10 milliamperes, equal to a half value layer of 0.018 mm. of aluminum; 


20. Hausser, K.: Der Einfluss der Wallenlange in der Strahlenbiologie, 
Strahlentherapie 28:25, 1928. 
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focal skin distance of 10 cm., 12.5 kilovolts, 15 milliamperes and a filter 
of 0.016 mm. of aluminum, equal to a half value layer of 0.032 mm. of 
aluminum. 

A fundamental difference in the effects of varying qualities of short 
wave roentgen rays on the skin has not been demonstrated. The effects 
of the grenz rays on the skin, however, can be decidedly altered by 
changing the wavelength from 1 to 3 angstroms, owing to the nearly 
complete absorption of the softer rays in the epithelium. 

The Effect of Fractionated Doses on the Cutaneous Reaction —After 
the experiences of Coutard with harder rays, the principle of divided 
doses has been utilized with grenz rays by Samek.** 


DAY 


7 


Fig. 4.—Fractionization ( ) resulted in only faint erythema over a 
twenty-six day period (Kalz 11»). 


(Kalz14>), On the left side after fractionated doses only some pigmentation is 
seen. On the right side after a single dose there is a strong reaction, with vesicular 
roentgen ray dermatitis. 


I have performed experiments on a group of 16 patients in an attempt 
to determine more exactly the effects of fractionization. Two corre- 
sponding areas of skin on each forearm were irradiated. In one area 
100 r was given daily for ten days. In the other area a single dose of 
1,000 r was given on the fifth day of the experiment. Fractionization 
resulted in only faint erythema over a twenty-six day period (fig. 4). 
After the single dose three erythema waves occurred, with a strong 
reaction, over a period of thirty-two days. 

Figure 5 shows the appearance of the reaction on the fortieth day 
of the experiment. On the left side after fractionated doses only some 


21. Samek, J.: Grenzstrahlentherapie, Med. Klin. 27:1142 (July 31) 1931. 
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Fig. 5.—Appearance of the reaction on the fortieth day of the experiment 
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pigmentation is seen. On the right side after a single dose there is a 
strong reaction, with vesicular radiodermatitis. 


In the first instance, a slight continuous erythema was obtained over 
a twenty-six day period. In the second, three erythema waves of higher 
intensity were observed over a thirty-two day period. These observa- 
tions were constant in all 16 cases. The same principle is applicable 
when less fractionization is used. A single dose of 900 r results in three 
erythema waves occurring over thirty days. If the 900 r is divided 
into three daily irradiations of 300 r, the erythema is continuous, with 
the usual periodic increases in intensity, while the height of the erythema 
is significantly lower than in the first instance and lasts but twenty-four 
days. It may be concluded that the intensity of the erythema and the 
duration of the total reaction are less and no main erythema wave 
appears with fractionated doses of radiation. 

The practical significance of this fact is self evident. Strong cutane- 
ous reactions are undesirable, and the appearance of the main erythema 
is to be avoided. If sufficient fractionization is used, higher doses can be 
administered and no main erythema occurs, with the result that a higher 
total dose can be given and the whole radiation cycle can be repeated 
after a short interval. 


Damage Following Bucky Irradiation.—It was formerly believed that 
damage did not occur after grenz ray therapy. This point of view has 
been shown to be only partly true. As has already been pointed out, 
damage to the deeper lying organs and ulceration similar to that pro- 
duced by roentgen rays of the harder type have not been recorded. 
Keratoses, carcinomatous change or scleroderma-like thickening never 
occurs. 

However, slighter changes in the skin have been described by Fuhs 
and Konrad,!° Wilhelmy *® and Spiethoff.*? I have demonstrated in the 
following experimental test irradiations of the flexor surface of the fore- 
arm that slight damage is the rule.2* This damage consists of a per- 
sistent bluish erythema and slight atrophy. 


Half Value Layer Roentgens 


0.016 mm. aluminum 
0.02 mm. aluminum 
0.025 mm, aluminum 
0.03 mm. aluminum 2,000 to 2,500 
0.034 mm. aluminum 1,600 to 2,000 


One observes four types of cutaneous damage with grenz rays: *° 


1. Persistent slight bluish erythema may appear after a single dose. 


22. Spiethoff, B.: Grenzstrahlen, Zentralbl. f. Haut- u. Geschlechtskr. 37:318, 


1931. 
23. Kalz, F.: Schadigungen durch Buckybestrahlung, Strahlentherapie 59:547, 


1937. 


a 


458 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


2. Telangiectasia may appear after repeated irradiations and occurs 
particularly in the vicinity of the eyelids and in the lateral and anterior 
aspects of the neck (fig. 6). This is not progressive; on the contrary, 
one can often observe spontaneous regression. The nourishment of the 
surrounding skin is not disturbed. Telangiectasia is a sign of over- 
dosage and, although harmless, is disturbing from the cosmetic point 
of view. In contradistinction to telangiectasia produced by hard roentgen 
rays, desiccation gives good results. 

3. Thinning of the skin, frequently with loss of pigment, occurs 
most often after one or two large doses, as customarily used in the treat- 
ment of carcinoma. A slight cosmetic effect is not of great significance 


Fig. 6—A 5 year old girl with a naevus flammeus of the left cheek (Kalz 2"). 
A total amount of 12,600 r, given in ten doses, was well supported on the cheek; 
in the orbital region, however, telangiectasia developed one year after the last 
irradiation. The dose had been too high. 


in such cases. This form appears particularly quickly in regions where 
bones or cartilage are situated directly beneath the skin, e. g. the nasal 
bridge, temple and forehead (fig. 7). Atrophy of the scalp results also 
in alopecia. 


4. Displacement of pigment is a rare form of reaction occurring after 
nominal doses in susceptible persons (fig. 8). The individual com- 
position of the skin is the most important factor here. 

The danger of sequelae can be largely avoided by taking certain 
precautions. The margin of safety between the therapeutic dose and 
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Fig. 7.—A 53 year old man with a basal cell carcinoma of the temple (Kalz 2°). 
Total dose, 1,600 r; half value layer, 0.034 mm. Four doses cured the lesion, with 
slight atrophic scarring. 


= 


Fig. 8.—A 6 year old boy with naevus flammeus of the right cheek (Kalz 2%). 
Total dose 5,200 r in six single doses, with half value layer 0.026 mm. aluminum. 
Two months after the last irradiation pigmentation developed. The dosage was 
not too high; the reaction was atypical. 
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that producing damage is so wide that an injury to the skin can be 
entirely disregarded in treating inflammatory dermatoses and most of 
the other common cutaneous conditions. Damage may occur rarely in 
atypically reacting skin.** 

Spiethoff ?* stated the belief that long wave diathermy increased the 
effect of grenz rays. To verify this effect, I used various hyperemic 
measures during and after irradiation. The main erythema is increased 
by the hyperemia, but the preliminary erythema is not affected. Of par- 
ticular interest is the reappearance of a previous erythema. This has 
been observed only when a main erythema has previously occurred, i. e., 
following single doses of over 500 r. This effect has been observed in 
40 cases and can be obtained even years after irradiation. 

Numerous patients have been examined by capillary microscopy, and 
the following facts have been established: In cutaneous regions where 
a dose of 500 to 700 r has been applied, an erythema can be provoked 
by heat. The capillary microscopic picture includes: dilatation of 
numerous capillaries, thrombosis of some capillary loops and stasis of 
others and dilatation of the vessels in the superficial plexus and of the 
vessels connecting the superficial and the deep plexuses. 

There is, then, a persistent change of the vessels in the irradiated 
area which can be made visible by hyperemia. The following conclusion 
can be drawn from this fact: Four hundred roentgens is recommended 
as the maximum single dose when superficial dermatoses are being 
treated. In cases in which slight damage is acceptable for the sake of 
the accomplishment of healing, as in carcinoma or in diseases with which 
the skin is greatly thickened and absorbs a large part of the ray energy, 
much higher doses may be given. For sensitive persons or areas and in 
cases of intense dermal inflammation, 300 r is considered the maximum 
dose if a main erythema is to be avoided. If larger doses are necessary, 
fractionization methods must be used. 

Summary of Theoretic Considerations —1. The sensitivity of the 
skin varies in different persons. It is advisable when using higher doses 
to make preliminary test irradiations, obtaining a base line for further 
therapy. The factors of ray sensitivity and the thickness and color of 
the skin are to be considered. 

2. The variability in ray sensitivity of different regions of the body 
in a person are equally important. 


3. Various disturbances in the circulation of blood in the skin, such 
as vascular stasis, inflammation and external irritation, increase the 
reaction to the rays. 


24. Kalz, F.: Atypische Reaktionen der Haut auf Grenzstrahlenbehandlung, 
Strahlentherapie 61:377, 1938. 
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4. There is a strong increase in cutaneous reaction to increasing 
doses. Exact measurement of doses is therefore essential. 


5. More penetrating grenz rays produce stronger reactions. This 
fact is seen even in the development of sequelae. Therefore, the quality 
of the rays must be carefully considered. 


6. Permanent changes in the superficial vessels occur when a main 
erythema has been produced (400 to 500 r). Such single doses are to 
be avoided except in cases in which the indications for therapy justify 
slight changes. 

7. The main erythema can be avoided by proper fractionization 
methods, which must be used when large doses are given. 


INDICATIONS FOR AND TECHNIC OF GRENZ RAY THERAPY 


The stage and the clinical aspect of every cutaneous condition are the 
most important factors with regard to the dose of grenz rays. In some 
dermatoses during the acute stage there should be no irradiation. In 
other conditions the chronicity of the eruption does not lend itself well 
to grenz ray therapy. Furthermore, no benefit can be derived from 
grenz ray treatment unless the physician administering the treatment 
has a thorough knowledge of the clinical and the histologic aspects of the 
disease. Jungmann ** stated that it is not advisable to treat psoriasis 
because of immediate relapses. This is true in the acute stage only, because 
irradiation exerts a Kobner effect in patients with acute psoriasis. He 
also mentioned that scleroderma is a good indication for grenz ray 
therapy. I have found this to be true only in the early inflammatory stage, 
and it is evident that the late transformations cannot be changed by this 
therapy. Thus it seems necessary to consider the stage of the condition 
and the histologic appearance. These two factors complicate the deter- 
mination of the dosage for the different dermatoses, and a too definite 
schematization cannot be given. Approximate doses will be indicated, 
but every case must be individually considered. The lower level of the 
scheme should be chosen for sensitive patients or for sensitive cutaneous 
areas. Although the factor of back scatter can be eliminated, the dose 
can be considerably increased when small areas are to be treated. 


For simplification, the quality of the rays may be designated as 
follows: 


Half Value Layer Quality of Rays 


25. Jungmann, H.: Treatment of Skin-Diseases with Grenz-Rays, Brit. J. 
Dermat. 51:151 (April) 1939. 
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After single large doses or a series of irradiations, rests are necessary 
if strong dermal reactions are to be avoided. 

The rules in the dosage table are to be observed. 

For additional information, various publications on therapy may be 
consulted.¢ 


GRENZ RAY THERAPY IN NINE HUNDRED AND EIGHTY-EIGHT 
CASES OF DERMATITIS 


Usually a small dose is sufficient to bring about a temporary cure 
of the actual dermatitis. Samek *‘ experimented on patients with contact 
sensitivity to mercury and quinine. He observed that after approxi- 
mately 1,500 r in fractionated doses, the treated spot was temporarily 


Dosage Table * 


Interval 


Dose Between Doses Total Dose Rest Period 
100 r 1 to 2 days 1,000 to 1,200 r 4 weeks 
200 r 3 to 4 days 600 r 3 weeks 
200 r 3 to 4 days 800 r 4 weeks 
300 r 4 to 7 days 900 r 4 weeks 
300 r 4 to 7 days 1,200 r 4 weeks 
400 r 7 days 1,200 r 5 weeks 
Singe Doses 
800 r 4 weeks 
1,000 r 5 weeks 
1,000 to 3,000 r 6 weeks 


*If the doses to be given are less than those indicated in the table, no rest periods are 
necessary until a total dose of 600 r has been reached or, with extreme fractionization, 900 r. 
An increase in the interval after single doses and in the rest periods after series minimizes 
reactions. The intervals and rest periods should be increased in sensitive patients and in 
tender areas. 


26. (a) Dorne, M., and Withe, C.: The Treatment of Superficial Fungus 
Infections with Grenz Rays, Arch. Dermat. & Syph. 24:409 (Aug.) 1931. (b) 
Muskatblit, E., and Ouspensky, B.: Influence of Grenz Rays on Pathogenic Fungi 
in Skin Material, ibid. 27:953 (June) 1933. (c) Samek, J.: Zur Biologie des 
R6ntgenfritherythems, Med. Klin. 28:1776 (Dec. 16) 1932. (d) MacComb, 
W. S., and Quimby, E. H.: Rate of Recovery of Human Skin from Effects of . 
Hard and Soft Roentgen Rays or Gamma Rays, Radiology 27:196 (Aug.) 1936. 
(e) Eller, J. J.: Supersoft Roentgen Rays in Dermatology, Am. J. Roentgenol. 18: 
433 (Nov.) 1927. (f) Eller, J. J., and Bucky, G.: The Use of the “Grenz” 
(Infra-Roentgen) Rays in Dermatologic Conditions, Arch. Dermat. & Syph. 17: 
221 (Feb.) 1928. (g) Wood, F. C., and MacKee, G. M.: Therapy with Long 
Wavelength X-Rays (Grenz Rays), J. A. M. A. 96:111 (Jan. 10) 1931. (A) 
Milbradt, W.: Der Einfluss der Grenzstrahlen auf die Haut, Dermat. Wchnschr. 
103:701 (May 30) ; 732 (June 6) ; 918 (July 4) ; 959 (July 11) ; 1149 (Aug. 22) ; 
1181 (Aug. 29) 1936. (i) Schulte, G.: Allgemeines zur Frage der Grenzstrahlen- 
therapie, Strahlentherapie 34:403, 1931. 

27. Samek, J.: Neue Wege der Grenzstrahlentherapie, Strahlentherapie 49: 


536, 1933. 
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desensitized to the drug for several months, while other parts of the skin 
remained sensitive. I believe that this desensitization is due to the 
thickening of the stratum corneum and the pigmentation following irra- 
diation, with resultant protection against external irritation. Occupa- 
tional dermatoses due to sensitivity to certain substances have been 
cured, and temporary desensitization has occurred. 


Case 1—H. W., a German baker, sensitive to wheat in wheat flour, had 
squamous and crusted lesions on the hands. He was cured after the first series 
of treatments (three treatments, each with 250 r), but on resumption of the con- 
tact the eruption recurred. The hands were desensitized after the second series 
of three treatments (same dosage), and he was able to carry on his occupation 
for ten months without a relapse. Relapse then occurred, and the treatment was 
repeated. Apparent desensitization occurred in two instances, and the phenomenon 
may be of theoretic importance. 


Case 2.—E. K., a 36 year old Czechoslovakian woman, suffered many years 
from relapsing atopic dermatitis of unknown origin. The attacks were accom- 
panied by headaches and nervous irritability. The eruption was localized largely 
in the popliteal and cubital spaces and on the face. The dermatitis disappeared 
after a series of treatments with grenz rays, but relapse occurred eight weeks 
after the treatment. This time the entire body was involved with the exception 
of the previously treated areas, which were sharply demarcated and entirely free 
from lesions. The borders of the treated areas were still easily recognized, and a 
slight brownish pigmentation persisted. 


The conclusion is suggested that true desensitization can, at times, 
occur after grenz ray therapy. From observations in a series of 988 
patients, I have found that temporary cures can be obtained with small 
doses but that relapses sometimes occur. Aggravation of the eruption 
never occurs after grenz ray therapy, in proper doses, as is frequently 
seen when harder rays are used. 


CONTRAINDICATIONS, INDICATIONS AND DOSAGE 


The contraindications to the use of this method are as follows: 

A. Acute dermatitis with profuse exudation. 

B. Acute dermatitis with edema. 

C. Severe toxic dermatitis with large bullae. 

D. Secondarily infected pustular forms. 

Conservative therapeutic measures should be used until the condition 
permits irradiation. 

The indications and dosages for the treatment of various conditions 
are as follows: 

A. Acute dermatitis, with erythema or slight exudation (eczema 
madidans and eczema rubrum). Dose: every second day 100 r of soft 
rays, totaling 300 to 400 r. This form is in most instances not suitable 
for roentgen therapy with hard rays. 
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B. Subacute dermatitis (eczema squamosum). Dose: every second 
to third day 150 to 200 r of soft rays, totaling 400 to 500 r. When 
decided thickening is present, the same dose is used, with a medium 
half value layer, 0.025 aluminum. 

C. Chronic dermatitis with lichenification. Dose: every third to 
fifth day 250 or 300 r of hard rays, totaling 750 to 900 r._ With further 
thickening of the skin, the single dose is decreased and the total dose is 
increased ; for instance, five treatments with 200 r. When ray sensitivity 
is suspected, a dose of 150 r is given every second or third day, totaling 
900 r. In cases of neurodermatitis with marked lichenification, every 
second day 150 r of hard rays, totaling 1,000 to 1,300 r, or every second 
day 100 r of hard rays, totaling 1,200 to 1,500 r, are administered. 


D. Special forms. 

1. Eczema en plaques (also in the vesicular form). Every third to 
fifth day 300 r medium rays, totaling 900 r. 

2. Dermatitis of the nail bed. Every fifth day 300 r hard rays, 
totaling 1,200 to 1,500 r. 

3. Dermatitis of the eyelids. Every third day 100 r soft rays, 
totaling 300 to 400 r. 

4. Atopic dermatitis. Every third to fourth day 200 to 250 r medium 
rays, totaling 600 to 800 r. 

5. Dermatitis seborrhoeica. (a) In scalp: every third day 300 to 
400 r hard rays, totaling 1,000 to 1,500 r. The relatively high dose is 
permissible because a large part of the ray energy is absorbed by the 
hair. (b) On the body: every third day 100 to 200 r soft rays, totaling 
400 to 550 r. The relatively small dose is suggested because there exists, 
particularly when large areas of skin are involved, a disproportionately 

strong sensitivity to grenz rays. 

6. Dermatitis of the external auditory canal. Doses are determined 
according to the stage of the disease. Large doses are permissible, 
owing to the small area involved. The use of a special intra-auricular 
applicator is recommended. Thin metal tubes of various diameters and ~ 
lengths are fastened to the apparatus by means of a revolver lock. Small 
areas or parts inside the auricle or mouth can thus be easily irradiated. 

7. Dermatitis of the penis and scrotum. Irradiation does not damage 
the testicles. The skin of the scrotum is not particularly sensitive, as 
is that of the penis. Every four days 100 r of soft rays, totaling 300 
to 400 r. 

8. Pruritus and dermatitis of the perianal region. A rapid sympto- 
matic effect occurs. Pruritus stops after the first or second irradiation. 
Causal factors, such as hemorrhoids, mycosis, parasites and systemic 
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disorders, must be eliminated to avoid relapse. Dosage: every fourth 
day 200 r medium rays, up to 600 or 800 r. 


9. Psoriasis (three hundred and ninety-four patients). This treat- 
ment is contraindicated in the acute forms with isomorphologic irritative 
effect (Kobner). Care should be taken in the irradiation of a single 
plaque, as generalization may follow. Simultaneous topical applications 
are not recommended because of possible summation effects, with 
resultant irritation. A salicylated petrolatum ointment may be used when 
decided parakeratosis is present. 

The treatment of psoriasis does not give entirely satisfactory results, 
and the prognosis is variable. The immediate effect is usually good, 
and sometimes the healing is astonishingly rapid. At other times, how- 
ever, even for lesions which are in the same stage of evolution, more 
time and larger doses are required. As a rule, the treatment has no 
effect on the relapses; the interval between attacks may be lessened. 
On the other hand, cases have been observed in which relapses did not 
occur for many months and even years. It seems impossible in the light 
of present knowledge to give any prognosis concerning relapse. Any 
erythema is to be strictly avoided. When the irritative isomorphic 
effect of Kobner is present, every erythema is transferred into psoriasis, 
regardless of the duration of the disease. Rapid healing may occur a 
few days after the irradiation, but a slight erythema appearing after ten 
to twenty days may be transformed immediately into psoriasis, so that 
the condition becomes worse than before the’ treatment. In addition, 
there are some cases of extreme sensitivity. In this group generalized 
psoriasis follows the irradiation. The best comparison is the relation of 
psoriasis and the ultraviolet rays of sunlight. Most patients react well 
to exposures to sunlight, yet there are a few cases in which the condition 
is made worse. 


Case 3.—V. B., a 39 year old Canadian woman, had psoriasis for many years. 
Extensive plaques were present on the arms and legs. After three irradiations 
(each with 250 r) an erythema appeared. The legs were swollen, and the skin 
was burning. The whole erythema was transformed into psoriasis, and complete 
generalization developed. 


Case 4.—E. C., a Czechoslovakian aged 42, had psoriasis for many years. 
There were large plaques on the joints. Complete cure was obtained after two 
irradiations. No recurrence had taken place three years later. 


Such contradictory experiences are commonly noted on examining 
old records. In summary, the effect of grenz rays is good. It is neces- 
sary, however, to avoid every erythema. The intervals between the 
irradiations should be prolonged when ray sensitivity is suspected if 
the results are to be satisfactory. Bucky,’ Fuhs and Konrad? and 
many other authors have .reported good results in the treatment of 
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psoriasis. Only Jungmann * stated the opinion that grenz ray treatment 
is contraindicated, but I think that the effect is satisfactory when all 
precautions are observed. 

When there is a strong tendency for relapse, arsenical or manganese 
preparations, liver or dietary regimen may be useful adjuncts in therapy. 

(a) Subacute forms. Every third to fifth day 200 r of medium rays, 
totaling 700 r, or every third day 200 r of medium rays, totaling 600 
to 800 r. If the lesions are closely set, larger regions may be irradiated, 
but the dose should be decreased. 

(6) Psoriasis guttata. The normal skin should not be irradiated. 
Single doses of 300 to 400 r of medium rays for each lesion. This dose 
is usually sufficient to prevent further development and can be repeated 
if necessary after seven days. 

(c) Psoriasis of the nails. A single dose of 1,000 to 2,000 r of hard 
rays, spotted, to the nails and about 3 mm. of the adjacent nail bed. 
Treatment can be repeated after four weeks. In cases of great thickening, 
the application of hard rays (half value layer 0.034 mm. of aluminum) 
is recommended. 

(d) Psoriasis geographica. This type responds quickly, and small 
doses are indicated : three treatments with 150 or 200 r or two treatments 
with 300 r of hard rays. 

(e) Psoriasis capitis. In most cases it is advisable to irradiate the 
whole scalp. One accomplishes this with four or five fields at a focal 
skin distance of 15 cm. or six to seven fields at a focal skin distance of 
10 cm. Because of its filtering effect, the hair should be cut short or 
brushed aside. Dose: every third to fifth day 250 or 300 r of hard rays, 
totaling 750 to 1,200 r, according to the thickness of the hair growth. 

(f) Psoriasis of the penis. Every third to fifth day 200 r of medium 
rays, totaling 600 r. 

(g) Psoriasis of the auditory meatus. (With use of metal tubes; 
see Dermatitis. ) 

10. Parapsoriasis. (a) Pityriasis lichenoides chronica (six cases). 
Grenz rays are indicated if ultraviolet therapy is unsuccessful. Results - 
are rapid.** The dose is as for psoriasis. 

(b) Parakeratosis variegata (two cases). Good results are obtained. 
Dose is as for psoriasis (Kalz *°). 

(c) Erythrodermie pityriasique en plaques disseminé (Brocq) (five 
cases). Results are indefinite, unless premycosis fungoides is present. 


28. Konrad, J.: Behandlungseriolge mit Buckys Grenzstrahlen in der Derma- 


tologie, Strahlentherapie 35:567, 1930. 
29. Kalz, F.: Zur Grenzstrahlenbehandlung seltener Dermatosen, Dermat. 


Ztschr. 77:1 (Jan.) 1938. 
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(d) Pityriasis varioliformis acuta (Habermann). Konrad * reported 
success in 3 cases. No personal experience. 


11. Diseases due to fungi. It is possible to treat the dermatitis with 
grenz rays, but the organisms are not affected ; *** hence follow-up local 
therapy must be given.” The inflammation and the pruritus are 
improved. Dermatophytids react favorably. The dosage is as in eczema 
en plaques. The influence of grenz rays on fungi in culture has been 
studied by Bertrand and Marin.** Grenz rays are useless in cases in 
which epilation is necessary. 


12. Lupus vulgaris (thirty-six cases). Spiethoff ** and Schulte * 
described the dosage for this disease and reported good results. Spiethoff 
divided the area to be irradiated into small regions, of approximately 
0.5 cm. each and used soft rays in huge doses. He obtained soft radia- 
tion by diminishing the focal skin distance. He used single doses of 
10,000 r, with total doses of 80,000 r, of which approximately 8,000 r 
reached the depth of the lesions. The results were good. I have obtained 
the same effect by using harder rays and smaller doses, although slight 
atrophy has occurred. The patients treated by Spiethoff showed the 
same atrophy in spite of his complicated technic. Since with grenz ray 
therapy, as with roentgen rays, atrophy usually occurs, and since relapses 
are common, this form of treatment is not satisfactory. I use grenz rays 


only when the Finsen treatment is not available.*** The dosage used is 
3,000 r in small areas, repeated after five weeks, with total dose 25,000 
to 30,000 r. 


13. Tuberculosa verrucosa cutis (twenty-two cases). <A _ single 
monthly dose is given, according to the degree of thickening: 1,000 to 
3,000 r, totaling about 15,000 r. The results are good; damage does not 
occur, as the hyperkeratosis absorbs the greatest part of the ray energy. 


14. Erythema induratum Bazin (eighteen cases). Four to five 
treatments with 300 to 400 r hard rays, once a week. Good results are 
obtained. When ulceration is present, ten treatments with 150 r of hard 
rays are advised. 


30. Konrad, J.: Pityriasis lichenoides et varioliformis acuta, Zentralbl. f. 
Haut- u. Geschlechtskr. 31:687, 1929. 

31. Bertrand, A., and Marin, A.: Study of Effects of Long Wave X-Rays on 
Staphylococci and on Microsporum Audouini, Canad. M. A. J. 20:496 (May) 1929. 

32. Spiethoff, B.: Die Behandlung des Lupus vulgaris mit Grenzstrahlen, 
Strahlentherapie 40:245, 1931. 

33. Schulte, G.: Sieben jahrige Erfahrung mit der Grenzstrahlenbehandlung 
des Lupus, Strahlentherapie 48:690, 1933. 

33a. Kalz, F.: Zur Grenzstrahlenbehandlung des Lupus vulgaris, Dermat. 
Ztschr. 77:232 (April) 1938. 
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15. Superficial scrofuloderma and papulonecrotic tuberculid (eight 
cases). Three treatments with 300 to 400 r hard rays give fairly good 
results. 


16. Lupus erythematosus. I have had no personal experience. 
Bucky ** obtained improvement with high doses but emphasized the 
danger of generalization. Jungmann* reported good results in 2 cases, 
Since lupus erythematosus is particularly sensitive to every kind of ray 
and since generalization is prone to occur, grenz rays would seem to 
be absolutely contraindicated. ‘ 


17. Mycosis fungoides (eight cases).** Grenz rays render splendid 
service in the infiltrating and the premycotic stages. 


Fig. 9.—A, a 63 year old man with typical mycosis fungoides for two years, 
mostly in the eczematoid stage, but with early. tumor formation (Kalz %4). 8B, ten 
weeks after the termination of treatment, showing complete involution of the lesions 
and improvement of the general condition. Dose, 1,200 r in three to four single 
doses on the whole body; an additional 1,800 r was given to the tumors. 


Case 4.—A 63 year old man had for two years typical mycosis fungoides, 
mostly in the eczematoid stage, but with early tumor formation. Three to four 
single doses of 1,200 r were given on the whole body. To the tumors an additional 
1,800 r was given. A photograph (fig. 9B) was taken ten weeks after the 
termination of treatment and shows complete involution of the lesions and improve- 
ment of the general condition. 


Since relapses are the rule, grenz rays are preferable to harder 
roentgen rays. Timely treatment can prevent the appearance of the 


34. Kalz, F.: Zur Grenzstrahlenbehandlung der Mykosis fungoides, Derma- 
tologica 79:79 (Feb.) 1939. 
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tumors in most cases, and the life of the patient can be prolonged if 
internal organs are not involved. The irradiation can be repeated 
frequently in relapsing cases, which is a great advantage over treatment 
with hard roentgen rays. Dose: three treatments with 400 r, four 
treatments with 300 r or two treatments with 500 r hard rays, every 
four to seven days, carefully spotted. For small tumors, two treatments 
with 600 r or one dose of 1,000 r should be administered. In a single 
series 1,600 r can be given. 


18. Acne vulgaris (twenty-two cases). Good effects can be obtained 
in superficial types with suitable doses. Deeper lying forms are not to 
be irradiated. The dose suggested by Samek * is: every one to two 
days 100 r of medium rays, totaling 1,200 r for males and 1,000 r for 
females. Comedos should be expressed. Relapses sometimes occur. 
The entireeface should be irradiated, since a mild pigmentation frequently 
develops. The fields should slightly overlap to secure even irradiation. 


19. Rosacea. The results are poor and relapses frequent. 


20. Acne necrotica (eight cases). Fuhs and Konrad '° recommended 
250 r repeated after three days in patients resistant to local therapy. I 
used three treatments with 200 r and three with 250 r when the scalp or 
adjacent areas were involved. 


21. Furunculosis and hydroadenitis suppurativa. Bucky * and Fuhs 
and Konrad '° claimed successes in this type of disease, but I think that 
roentgen rays are preferable. Very high doses are required, as the 
infection is located in the deeper layers of the cutis and subcutis. New 
furuncles may appear in the area of erythema. 


22. Sycosis barbae. Fuhs and Konrad *’ recommended grenz rays 
in combination with external treatment. I have not obtained good 
results. 


23. Alopecia areata (twelve cases). Good results may be obtained 
in this disease.*® Grenz rays, like ultraviolet radiation, cause an ery- 
thema which stimulates the growth of hair. A dose of 600 r is used and 
may be repeated when necessary after five weeks. The advantage lies 
in the fact that one irradiation is usually sufficient, while repeated ultra- 
violet irradiation is required. 


24. Dermatitis herpetiformis (Duhring). Bucky ** claimed success. 
I observed only short remissions. 


35. Samek, footnotes 21 and 27. 

36. Bucky.1¢ Fuhs and Konrad.!° 

37. Bucky, G.: Sarcomatosis of Skin, Lupus Erythematosus, Duhring’s Disease, 
Epitheliomata, Treated with “Grenz Rays” (Borderline X-Rays), Physical Therap. 
45:371 (Aug.) 1927. 
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25. Poikiloderma vasulare Jacobi. Fuhs and Konrad reported 
good effects. I observed 2 cases and noted a rapid healing of the ery- 
thema. The telangiectasia and the atrophy remained unchanged. 


26. Naevus flammeus (thirty-eight cases).** Naevus flammeus can 
be cured or consistently improved only with grenz rays. Grenz ray 
therapy is the only method with which satisfactory cosmetic results can 
be achieved, since beta rays of radium cannot be used in large areas. 
Hard roentgen rays, solid carbon dioxide and other local destructive 
measures are equally unsatisfactory. The therapeutic dose lies close to 
the harmful dose, and since one is concerned about a good cosmetic 
result, an injury is not justified ; satisfactory results can be obtained only 
if an exact schedule of doses is used. Good results may be obtained 
when the redness disappears or diminishes on diascopic pressure. In 
the deep type, a decrease in the redness but not complete involution can 
be achieved. The best results are obtained in infants, and the percentage 
of cures successively decreases with age. Results are poor in patients 
over 50 years of age. Technical difficulties may be insurmountable in 
nevi with irregular borders and satellite extensions. The surrounding 
skin must be carefully screened, and I have found that a paste of barium 
and zinc is preferable to lead rubber. For large nevi, small individual 
fields should be used. 

(a) Dosage for infants and young children. An area of the field not 
over 2.5 cm. in diameter is given the following treatment: first irradia- 
tion, 600 r, and then a pause of four weeks; second irradiation, 700 r, 
and then a pause of four weeks ; third irradiation, 800 r, and then a pause 
of five weeks. Subsequent irradiations of 800 r are given every five 
weeks. The maximal total dose is 7,500 r. 

Involution is frequently observed after 3,000 to 4,000 r. Exceptions 
to this schedule should be made (1) when the eyelids and neck are 
involved (it is better to diminish the doses, both single and total, by 25 
per cent) and (2) in small, sharply defined, elevated areas (best results 
are obtained in this type, and three treatments are usually sufficient, 
with individual doses increased up to 25 per cent). It is interesting to 
note that in infants with growing lesions, a single treatment will prevent 
further growth. 

(b) Dosage for men. Treatment for men is as follows: first irradia- 
tion, 800 r, and then a pause of four weeks ; second irradiation, 900 r, and 
then a pause of four weeks; third irradiation, 1,000 r, and then a pause 
of four weeks ; fourth irradiation, 1,100 r, and then a pause of five weeks. 

A total of eight to ten treatments with a total dose of 10,000 to a 
maximum of 12,000 r, is given. Localization on the eyelids requires 


38. Kalz, F.: Zur Technik der Grenzstrahlenbehandlung des Naevus flammeus, 
Strahlentherapie 57:510, 1936. 
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diminution of the dose, and a small circumscribed nevus permits the 
increase of single doses. The quality of the rays is medium to hard, 
unless the eyelids are involved, in which case soft rays are used. 

(c) Dosage for women. The dosage for women is somewhat 
smaller than that recommended for men and varies according to the 
condition of the skin. The sensitivity of the skin can be best deter- 
mined by the degree of reaction after the first irradiation. The initial 
dose should not exceed 600 r. If the reaction consists only of slight 
reddening, subsequent doses can be increased by 100 r. If marked 
erythema or edema appears, subsequent doses should remain the same. 
The reaction to the second treatment is less, owing to an increase in 
the thickness of the corneum stratum. If no reaction occurs after the 
first irradiation, the second dose should be 800 r. 


27. Hemangioma. If one deals with flat angioma, results are favor- 
able. Dose: three treatments with 1,000 r every five weeks. Radium 
is indicated for deep-seated lesions. 

28. Keloids (twenty-nine cases).*® Grenz ray therapy may be used 
when radium is not obtainable or when the keloid is situated over ray- 
sensitive organs. Hard rays are used: first irradiation, three treatments. 
with 300 r (three days between pause) ; second irradiation, after four 
weeks, 700 r, then four weeks’ pause; third irradiation, 800 r, then four 
weeks’ pause; fourth irradiation, 1,000 r, then five weeks’ pause. Con- 
tinuation until a total dosage of 10,000 r is reached. The results are 
satisfactory in keloids of less than one year’s duration. Complete involu- 
tion cannot be secured in lesions of long standing. Caution is advised in 
the first treatment, because a strong reaction can in itself cause keloid 
formation. There is no danger of subsequent damage due to the complete 
absorption of the rays.*° 

29. Scleroderma (five cases). Good results are obtained in the 
erythematous stage. Dosage: six to eight treatments with 200 r hard 
rays every fourth day. There is no effect in inveterate cases. 

30. Morbus Darier. Toyama ** and Fuhs and Konrad *° gave 1,300 
to 1,500 r twice or three times, and in all cases complete cures were 
obtained. I have had no personal experience with the grenz ray treat- 
ment of this disease. 

31. Lym»ohogranuloma inguinale (five cases). Fuhs and Konrad 
claimed that by administering about 200 r the lymph nodes could le 


39. Kalz, F.: Die Grenzstrahlenbehandlung des Keloides, Dermat. Wchnschr. 
103:1223 (Sept. 5) 1936. 

40. Lerner, C.: Physics and Biology of Long Wavelength X-Rays (with 
Special Reference to Dermatology), Physical Therap. 46:567 (Dec.) 1928. 

41. Toyama, I.: Ein Fall von Darierscher Krankheit behandelt mit Buckvschen 
Grenzstrahlen, Jap. J. Dermat. & Urol. 28:77 (Oct.) 1928. 
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considerably reduced in size. I have treated 5 patients, without obtain- 
ing significant improvement. 

32. Lichen planus. Bucky * and Fuhs and Konrad *° recommended 
500 r in three or four treatments, while Samek *° used more fractionated 
dosage. I do not consider this condition a favorable indication for grenz 
ray therapy, since improvement is negligible with safe doses and the 
erythema may provoke fresh lichen planus lesions. 

33. Malignant tumors. In this group only the superficial forms are 
suitable for grenz ray therapy. 

34. Superficial basal cell carcinoma. Bowen’s disease and erythro- 
plasia (twenty-eight cases). Bucky '? found that the superficial forms 
responded well. In the case of localization on the eyelids grenz rays are 
preferred by many authors.*? The hardest quality of rays is used, half 
value layer 0.034 mm. aluminum, 3,000 to 4,000 r in two to four treat- 
ments, with a rest period of five weeks, the total dose being about 
20,000 r. Grenz rays are contraindicated when there is the slightest 
suspicion of involvement of the deeper tissues and in cases of squamous 
cell carcinoma or sarcoma. 


SUMMARY AND CONCLUSIONS 


Several characteristics of the grenz rays have been studied on the 
basis of experiments on human skin. 

The wavelike reactions are described. 

The increase in reaction when the dose is increased and the great 
effect of the quality of the rays on cutaneous erythema have been 
established. 

Fractionization greatly diminishes the intensity of the cutaneous 
reaction. 

Single doses of over 500 r cause permanent vascular changes. 

A technic in irradiation is described. 


42. Bucky.1¢ Eller.26e Eller and Bucky.2¢f Lerner.4° 


EXFOLIATIVE DERMATITIS DUE TO 
PHENOBARBITAL 


A CLINICAL AND POSTMORTEM STUDY OF A CASE, WITH A 
REVIEW OF THE LITERATURE ON VISCERAL LESIONS 
IN CASES OF DRUG ERUPTIONS 


NAHUM J. WINER, M.D. 
AND 
RUDOLF L. BAER, M.D. 
NEW YORK 


We wish to present the clinical and pathologic picture of a patient 
with exfoliative dermatitis believed to be the result of administration of 
phenobarbital. Clinically, drug eruptions are not uncommon, and their 
manifestations are amply dealt with in the literature. However, there 
is but little known about the type of tissue reaction in the internal organs, 
since few patients with this condition ever come to autopsy. This is 
particularly true of eruptions due to phenobarbital. 


REPORT OF CASE 


Y. H., a 47 year old white woman, was admitted to Montefiore Hospital on 
Sept. 24, 1936. She was known to have had hypertension for six years with attacks 
of headache and dizziness. There was no family or personal history of atopic 
dermatitis, asthma or hay fever. She had visited the outpatient department of 
Mount Sinai Hospital at various times, beginning on April 30, 1935, for treat- 
ment of profuse menstrual bleeding. Trichomonas vaginalis was found, and lactic 
acid douches were prescribed. 

In November 1935, at the aforementioned clinic, her blood pressure was found 
to be 235 systolic and 140 diastolic. Examination of the urine showed a heavy trace 
of albumin, hyaline casts and few red blood cells. The urea nitrogen content 
of the blood was 45 mg. per hundred cubic centimeters. 

The patient was given a diet of 1,000 calories, restricted in protein and low 
in sodium chloride. The administration of lactic acid and sodium bicarbonate 
douches was continued, with eventual relief of the vaginal discharge. Phenobarbital, 
% grain (0.016 Gm.), was prescribed. April 26, 1936 was the date of her last 
visit to the Mount Sinai clinic. According to the records she had taken the same 
medication and followed the same diet up to this time. On April 26 the patient 
awoke to find her lips and tongue swollen and swallowing painful. Later in the 
day a patch of itchy papules appeared on her left forearm. These lesions at 
first were red and later became vesicular. The eruption spread rapidly to 
other parts of the body and soon became generalized. Fever developed, and the 


From the Departments of Pathology (Dr. David Marine, chief) and Derma- 
tology (Dr. Fred Wise, chief) of Montefiore Hospital for Chronic Diseases. 
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patient was taken to Lincoln Hospital on May 2. There, a diagnosis of erythema 
multiforme was made. Digitalis was administered for evidence of cardiac failure, and 
local treatment was given for the dermatosis. The patient improved considerably. 
After eight weeks she was discharged to a convalescent home. While she was there, 
symptoms of congestive failure recurred. On August 11 she was admitted to 
Mount Sinai Hospital. A blood count showed: hemoglobin 89 per cent, white 
blood cells 16,600, polymorphonuclear leukocytes 84 per cent, lymphocytes 12 
per cent and eosinophils 4 per cent. There were loss of scalp hair and changes of 
the nails. The therapy at this time consisted of administration of ammonium 
chloride, digitalis, homatropine, urea, barbital, phenobarbital, chloral hydrate, 
codeine and Magendi’s solution (16 grains [1 Gm.] of morphine sulfate to 1 
fluid ounce [30 cc.] of water) and the use of codeine and acetylsalicylic acid sup- 
positories. The urea nitrogen content of the blood on August 11 was 28 mg. per 
hundred cubic centimeters; on August 25, 128 mg., and on September 1, 110 
mg. The cardiac failure responded to treatment, but in the early period of this 
hospitalization the eruption recurred, developing into an exfoliative erythroderma. 
Since the onset of the disease, which was marked by facial swelling, the patient 
had lost 30 pounds (13.5 Kg.) and noticed loosening of the teeth. She was referred 
to Montefiore Hospital. 

On her admission, physical examination revealed the following essential 
features: She was well developed but emaciated and appeared chronically ill. 
The pupils reacted sluggishly in accommodation. The heart was enlarged to the 
left; the apical impulse appeared in the sixth intercostal space. Occasionally, a 
systolic murmur was heard at the apex. The blood pressure was 210 systolic and 
120 diastolic. Her breathing was bronchovesicular and somewhat harsh over 
the bases of both lungs. There were no rales, friction rubs or dulness. The liver 
was enlarged 3 to 4 fingerbreadths below the costal margin. The spleen was not 
palpable. There was no ascites. The extremities revealed edema of the ankles 
extending to the lower third of the legs. The peripheral vessels were somewhat 
thickened and sclerotic. The lymph nodes were not enlarged. 

Examination of the blood showed 50.8 mg. of urea nitrogen per hundred cubic 
centimeters. Urinalysis showed a 2 plus reaction for albumin; the specific gravity 
was 1.004, 1.010 and 1.010. The electrocardiogram showed left ventricular prepon- 
derance and myocardial damage. The body was covered by a generalized erythema- 
tous, exfoliating, oozing eruption which in many parts showed areas of excoriation. 
No papules or vesicles could be seen. Erythema, exfoliation and oozing were most 
evident on the extremities, particularly on the flexor surfaces of the arms and on 
the inner aspects of the legs. In some of the latter areas there were sites of erosion. — 
There were scaliness and extreme dryness in the perioral region, with the forma- 
tion of deep crusted fissures in both corners of the mouth. The lips and the oral 
mucosa were edematous. The mucous membranes of the lips, tongue, floor of the 
mouth and cheeks presented an eruption consisting of irregularly shaped, round 
and oval, pinhead-sized to lentil-sized, slightly raised, yellowish gray, noneroded 
lesions, the bases of which were not erythematous. The tongue was swollen. The 
skin of the external auditory canal was rough and scaly, and the canal was 
filled with desquamated epithelium. The breasts were covered with exfoliating, 
slightly thickened skin. The nipples were hyperpigmented. The nails were deformed, 
thickened and dry and showed some degree of pitting. The conjunctivas and the 
vulvar mucosa were free from lesions. 
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There was some improvement of the skin following local treatment with lotions 
and ointments. On Oct. 11, 1936 the patient suffered from severe abdominal 
distress and diarrhea. Death took place on October 12. The final clinical diagnosis 
was hypertensive heart disease with renal insufficiency. The dermatitis was 
regarded as incidental and was considered a drug eruption of the type of multi- 
form erythema which had subsequently developed into exfoliative erythroderma. 
The oral lesions (which showed no monilias on microscopic examination) con- 
formed with the diagnosis of multiform erythema. 

In the differential diagnosis one could exclude erythroderma as occurring in 
other cutaneous diseases, e. g., psoriasis and lichen planus. Aside from the multi- 
form erythema-like eruption there was no indication of any other preceding or 
coexisting dermatosis that could have accounted for the cutaneous lesions. Eryth- 
roderma on the basis of a blood dyscrasia could be ruled out by the results of 
examination of the blood. In pityriasis rubra (Hebra) the exfoliation and erythema 
are usually more severe; moreover, chills and the lymphadenopathy characteristic 
of this form were not observed. Of the primary exfoliative erythrodermas, the 
Wilson-Brocq type must also be considered in differential diagnosis; in this type 
of the disease, however, oral lesions are not known to occur. 

Necropsy.—Gross Examination: The buccal mucosa showed no lesions. The 
lymph nodes were “shotty.” On the skin were large exfoliated areas with a 
partially denuded erythematous appearance. Where not exfoliated the skin was 
tawny, with scattered small brownish pigmented spots of varying size and shape. 

Lungs: The lungs were full, with slightly diminished crepitus. On pressure 
a small amount of purulent material and blood-tinged fluid exuded from the 
freshly cut section. The bronchioles, bronchi and trachea contained a considerable 
amount of mucopurulent fluid. 

Heart: The heart weighed 390 Gm. The wall of the left ventricle measured 
2.2 cm. in thickness and the wall of the right ventricle 0.5 cm. The myocardium 
was firm. Both the right and the left ventricle were hypertrophied, the latter par- 
ticularly so. 

Aorta: The aorta presented moderate arteriosclerosis with ulceration of the 
intima, especially in the lower abdominal portion. 

Liver and Spleen: The liver showed evidence of chronic passive congestion 
with slight fatty degeneration and prominent lobular markings. The spleen weighed 
230 Gm. and was slightly enlarged. The capsule was smooth and tense. The 
pulp was grayish red, with apparently prominent malpighian follicles. The 
trabeculae were not prominent. 

Gastrointestinal Tract: The gastrointestinal tract appeared normal except for 
congestion of the mucosa. 

Kidneys: The right kidney weighed 80 Gm. and measured 9 by 5 by 1.5 cm. 
The left kidney weighed 110 Gm. and measured 10 by 5 by 3 cm. Both kidneys 
were small. The capsule stripped with some difficulty, leaving a very granular 
surface. On section the cortex was extremely thinned and the renal architecture 
somewhat distorted. The mucosa of the calices, pelvis and ureters appeared slightly 
roughened, with pinpoint-sized hemorrhagic areas throughout. 

Bladder: The mucosa of the bladder was somewhat hemorrhagic. 

Uterus: The uterus was somewhat enlarged and contained a fibroid tumor, 
1 cm. in diameter, within the fundus. 


Microscopic Examination—Heart: There was hypertrophy of the muscle 
fibers with interstitial inflammatory reaction, occurring especially about the 
arterioles and in a few instances invading the wall of the vessels with necrosis 
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but without thrombosis (fig. 1). The reaction consisted of many polymorphonu- 
clear leukocytes, a few eosinophils and some plasma cells, lymphocytes and histio- 
cytic elements. The coronary arteries showed some thickening. 

Lungs: There were patches of pneumonia associated with a peribronchial and 
perivascular inflammatory reaction of the acute type, including eosinophils. There 
Was some desquamated bronchial epithelium. 

Liver: There was some chronic passive congestion with slight fatty degenera- 
tion and small scattered areas of acute inflammatory reaction, particularly about the 
portal canals. 

Spleen: The malpighian follicles were large, but many were almost completely 
replaced by tuberculoid structures (fig. 2) composed of epithelioid cells, giant 
cells, eosinophils and fibrocytes. The arteries were thickened. The lumens of some 
of the veins coursing in the trabeculae were surrounded by cellular infiltration of 
acute inflammatory type (fig. 3). There were few areas of congestion. Special 
stains failed to reveal either spirochetes or tubercle bacilli. 


Fig. 1—Section of the heart muscle, showing interstitial inflammatory reaction 
and infiltration into the walls of arterioles with necrosis but without thrombosis. 


Pancreas: There was diffuse acute inflammatory reaction with predominantly 
polymorphonuclear leukocytes and eosinophils. This reaction was especially evident 
in the interlobular areas and, at times, intralobularly. There was an increase 
in fibrous tissue. Many ducts showed squamous cell metaplasia. Others were 
lined with columnar or cuboidal epithelium (fig. 4 4). 

Kidneys: There was extensive acute inflammatory reaction in the interstitial 
tissue, with extensive interstitial fibrosis, tubular atrophy and dilatation of islands 
of other tubules. There were relatively few normal-appearing glomeruli. Many 
glomeruli were hyalinized or atrophic, and others were generally ischemic. Some 
showed thickening of the connective tissue of the capsule wall. The cortical sur- 
face was irregular; the arteries were thickened, and the renal epithelium showed 
all stages of degeneration. There were many hyaline and cellular casts (fig. 4B). 

Buccal Mucosa: There was cellular infiltration below the epithelium, which 
was partially thinned and eroded, the picture indicating a superficial inflammatory 
process. 
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Fig. 2.—Tubercle-like structure in the spleen, with multinucleated giant cells 
(arrows), epithelioid cells and round cells. 


Fig. 3.—Splenic vein, with cellular infiltration into its wall. 
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Fig. 4.—A, section of the pancreas, showing squamous cell metaplasia of the 
epithelium of the ducts with accumulation of considerable debris within the lumen 
and severe interstitial pancreatitis. B, section of the kidney, showing extensive 
interstitial nephritis superimposed on a severely nephrosclerotic kidney. 
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Skin: There were parakeratosis and acanthosis as well as inflammatory cellular 
reaction in the upper part of the cutis. The picture was that of a superficial 
dermatitis. 

COMMENT 


In reviewing the hospital record of this patient, it is noteworthy that 
the eruption began while she was being treated in the outpatient depart- 
ment of Mount Sinai Hospital, where she was given phenobarbital in 
the latter part of the period of attendance. At Lincoln Hospital the only 
drug given was digitalis. Her eruption improved there. When she 
returned to Mount Sinai Hospital for treatment of her cardiac failure, 
she had a recurrence of her original cutaneous manifestations after 
receiving phenobarbital, among other drugs. The association of events 
has led us to presume that this drug was the causative factor in the 
development of the dermatitis. 

Many cases of eruption due to phenobarbital have been reported 
during the last twenty years since Curschmann’s' original report. 
Morphologically the conditions vary considerably, becoming manifest as 
urticarial, multiform and erythrodermal eruptions.*? Erythrodermal 
forms were reported by Curschmann,’ Bothe* and Hamilton.* In 
Curschmann’s case an accompanying swelling of the face was observed, 
similar to that in our case. In most of the cases exfoliative erythroderma 
following phenobarbital has appeared as a scarlatiniform eruption fol- 
lowed by exfoliation. Chargin® reported a case of a phenobarbital 
eruption limited to the mouth. There are reports of but 2 cases, how- 
ever, in which phenobarbital eruptions had a fatal outcome.* Necropsy 
was obtained in only 1 of these but showed nothing of the pathologic 
picture seen in our case. 

On the other hand, among the other patients with alleged drug 
dermatitis who have come to necropsy we have found some whose 
visceral manifestations strongly resemble those in our case. Sikl? 


1. Curschmann, H.: Ueber Luminaldermatitis, Therap. Monatsh. 31:148, 
1917. 

2. Mayer, R. L.: Toxicodermien, in Jadassohn, J.: Handbuch der Haut- 
und Geschlechtskrankheiten, Berlin, Julius Springer, 1933, vol. 4, pt. 2, pp. 108 
and 193. 

3. Bothe, W.: Luminal- und Pyramidonexanthem bei demselben Menschen, 
Klin. Wchnschr. 3:1678, 1924. 

4. Hamilton, E. S.; Geiger, L. W., and Roth, J. H.: Luminal Poisoning with 
Conjunctival Residue, Illinois M. J. 49:344, 1926. 

5. Chargin, L.: Phenobarbital (Luminal) Eruption on Tongue, Cheeks and 
Lips, Arch. Dermat. & Syph. 6:222 (Aug.) 1922. 

6. (a) Hueber, E.: Ein Fall von Luminalvergiftung mit tédlichem Ausgang, 
Miinchen. med. Wchnschr. 66:1090, 1919. (b) Poole, K. A., and Wehger, R. T.: 
Fatalities in Exfoliative Dermatitis, J. A. M. A. 102:745 (March 10) 1934. 

7. Sikl, H.: Eosinophile Myocarditis als idiosynkrasisch-allergische Erkran- 
kung, Frankfurt. Ztschr. f. Path. 49:283, 1936. 
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reported 2 such cases in which the offending drug was arsphenamine 
and the dermatitis was nonexfoliating. In both cases cellular infiltration 
with a prominent eosinophilic component and tuberculoid structures was 
noted, in 1 largely confined to the heart and in the other present in other 
viscera as well, along with periarterial infiltration and arterial thickening 
but without thrombosis. 

Sikl also cited a case of Fingerland’s and several cases of dermatitis 
due to arsphenamine reported by Stoeckenius,* von Zalka ° and Nelson,"® 
in which necropsy showed similar pathologic changes. While Stoeckenius 
thought the condition was due to a Herxheimer reaction following the 
use of arsphenamine, Sikl stated the belief that it was “an idiosyncratic- 
allergic reaction to arsphenamine.” He ruled out miliary tuberculosis 
by staining for tubercle bacilli. He also rejected the possibility that the 
tuberculoid structure might have been due to syphilis. He cited Kyrle, 
who stated that following Jadassohn and Lewandowsky’s law the tuber- 
culoid structure must be considered as an expression of a particular 
immunobiologic state which in syphilis is not reached till the tertiary 
stage and, rarely, the late secondary stage. Sikl pointed out that the 
tuberculoid structures in these cases could not be due to syphilis, since 
the condition was at the most in the secondary stage. Furthermore, the 
lesions were not typical of gumma, and no spirochetes were found, which 
in his opinion was of particular significance because the lesions were in 
an early stage and also because the histologic picture pointed to a short 
duration of the disease. Sikl stated the belief that allergy to drugs might 
explain the observations in his cases and in some other cases of 
“idiopathic” myocarditis. 

Visceral lesions have been noted not only after ingestion of drugs 
but after administration of serum as well. Thus, recently Clark and 
Kaplan 7 noted visceral reactions in 2 patients with pneumonia treated 
with antipneumococcus serum following the appearance of serum disease. 
Clark 7? in a later article cited a report of anterior poliomyelitis in a 


8. Stoeckenius, W.: (a) Beobachtungen an Todesfallen bei frischer Syphilis, 
Beitr. z. path. Anat. u. z. allg. Path. 68:185, 1921; (b) Ueber akute Ausbreitung 
frischer Syphilis im Korper des Erwachsenen, Arch. f. Dermat. u. Syph. 185:377, 
1921. 

9. von Zalka, E.: Ueber einen seltsamen Fall von Polymyositis, Virchows 
Arch. f. path. Anat. 281:114, 1931. 

10. Nelson, R. L.: Acute Diffuse Myocarditis Following Exfoliative Dermatitis, 
Am. Heart J. 9:813, 1934. 

11. Clark, E., and Kaplan, B. I.: Endocarditis, Arterial and Other Mesenchymal 
Alterations Associated with Serum Disease in Man, Arch. Path. 24:458 (Oct.) 
1937. 

12. Clark, E.: Serum Carditis: The Morphologic Cardiac Alterations in Man 
Associated with Serum Disease, J. A. M. A. 110:1098 (April 2) 1938. 
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patient encountered by Gustafson, who died following serum therapy 
and at necropsy showed changes similar to those seen in other cases 
after serum sickness. Distinct tuberculoid formations were not noted, 
however. 

Visceral lesions have also been produced experimentally. Seegal, 
Seegal and Jost ** reported changes in the heart muscle, pericardium, pul- 
monary arteries and aorta following intrapericardial injection of egg 
white into animals which had previously been sensitized to the same 
allergen. Vaubel™ similarly studied the tissue changes in previously 
sensitized rabbits following subcutaneous or intravenous injection of 
the allergen. He observed considerable damage and diffuse and cir- 
cumscribed granulomas, usually in the neighborhood of vessels subendo- 
cardially and pericardially. Corresponding observations have been 
reported by Junghans.*® 

Similarly, focal perivascular, as well as interstitial, cellular reaction 
has been produced in animals by repeated injection of killed bacteria *® 
and living streptococci '"—the latter also after preliminary sensitiza- 
tion **“—as well as in animals with protracted anaphylaxis.‘® Tissue 
changes have also been produced in specific organs by various investiga- 
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283, 1934, 

19. Longcope, W. T.: The Production of Experimental Nephritis by Repeated 
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tors of the Arthus phenomenon, e. g., in the lungs,”® testicle,*' joints *? 
and peritoneum.?* Gastric ulcers have been produced by submucosal 
injections into sensitized rabbits ** and renal lesions by direct injections 
into the parenchyma,” by injection of egg white into the renal artery 
and by injection of tuberculin into the renal artery in tuberculous swine. 
Hence the similarity of the experimentally produced lesions to those in 
the cases reported supports the hyperergic character of the latter. 

At this point we should like to digress from the discussion of the 
organic visceral reactions and make a few brief comments on certain 
aspects of the subject that we deem noteworthy. The first is the ques- 
tion of the significance of exfoliative dermatitis. 

Poole and Wehger * in 1932 reported on 4 patients with exfoliative 
dermatitis who had come to necropsy. In 1 the condition followed treat- 
ment with phenobarbital; in 2 it followed therapy with arsenicals, and 
in the other the cause was unknown. Reviewing the literature they 
found reports of 17 other patients with exfoliative dermatitis who had 
come to necropsy, in 13 of whom the condition had followed the use of 
arsenic. The impression gained from Poole and Wehger’s report is that 
exfoliative dermatitis is to be regarded as a clinical entity. We cannot see 
how such an opinion can be justifiable. It appears that the causal factors 
of exfoliative dermatitis as such are both too numerous and too divergent 
in nature to permit one to speak of it as a clinical entity. We should 


rather regard it as but one of the various manifestations of an underlying 
cutaneous reaction. 

There are two other points in their report that are worthy of com- 
ment. First, in no instance did the pathologic, particularly the micro- 
scopic, observations resemble those reported by Sikl and by us. Second, 


20. Opie, E. L.: The Relation of Antigen to Antibody (Precipitin) in Vitro, 
J. Immunol. 8:19, 1923; Inflammatory Reaction of the Immune Animal to Antigen 
(Arthus Phenomenon) and Its Relation to Antibodies, ibid. 9:231, 1924; Acute 
Inflammation Caused by Antibody in an Animal Previously Treated with Antigen, 
ibid. 9:255, 1924; Pathogenesis of the Specific Inflammatory Reaction of Immunized 
Animals (Arthus Phenomenon), ibid. 9:259, 1924; The Fate of Antigen (Protein) 
in an Animal Immunized Against It, J. Exper. Med. 3$:659, 1924. 

21. Long, E. R., and Seyfarth, M.: The Testicle as an Indicator of Allergy 
in the Hypersensitiveness of Infection and Anaphylaxis, Am. Rev. Tuberc. 9:254, 
1924. 

22. Klinge, F.: Die Eiweissiiberempfindlichkeit (Gewebsanaphylaxie) der 
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Verhandl. d. deutsch. path. Gesellsch. 17:281, 1914. 
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4 
i 
j 
| 
{ 
- 
i 
} 
i 


WINER-BAER—EXFOLIATIVE DERMATITIS 483 


Poole and Wehger stated that, though clinically their patients gave 
evidence of bronchopneumonia, autopsy failed to confirm this diagnosis, 
and in view of the desquamation of the bronchial epithelium they pro- 
posed that the desquamated epithelium was an extension of the exfolia- 
tive process into the lungs, with death being due partly to suffocation and 
not to pneumonia. This viewpoint appears to be open to considerable 
question. Their protocols as presented were apparently those of bron- 
chopneumonia and, in their first case, of a rather severe form. Besides, 
epithelial desquamation is so commonly seen on microscopic section, par- 
ticularly in the presence of pneumonia or other pulmonary lesions, that 
we believe it can hardly be regarded as pathugnomonic of exfoliative 
dermatitis. 

In addition to the cases reviewed by Poole and Wehger, we found, 
reported by Pether,?* another case of exfoliative dermatitis in which the 
condition was believed to be due to streptococcic septicemia and in which, 
too, necropsy failed to reveal features resembling those in our case. 

There are two other changes mentioned in the protocol of our case 
which we believe are worthy of emphasis. The first is the severe 
squamous cell metaplasia of the pancreatic ducts with inflammatory 
reaction about them. Pathogenetically, as Wolbach ** described it, the 
basal cells undergo proliferation and become multilayered. The more 
superficial of these become cornified and eventually desquamate. Such 
changes are known to occur as a result of vitamin A deficiency. This 
seems plausible in our case in view of the long-restricted diet for treat- 
ment of the patient’s cardiac status. However, we realize that the 
metaplasia may be the result of the surrounding inflammation, though 
the latter appears too acute to account for a chronic process. The inflam- 
matory reaction is identical with the interstitial inflammatory reaction 
found in other organs. The second significant change is the cellular 
infiltration beneath the endothelium of some of. the splenic trabecular 
veins. This was originally observed in cases of scarlet fever by Pearce ** 
in 1899 and recently reported by Brody and Smith ?° in one quarter of 
their cases of this disease. Siegmund *° reported similar infiltration in 
cases of generalized sepsis. We feel that this too is a manifestation 
of the underlying condition. 


26. Pether, G. C.: Exfoliative Dermatitis: Streptococcal Septicemia, Brit. 
M. J. 2:246, 1931. 

27. Wolbach, S. B.: The Pathologic Changes Resulting from Vitamin Defici- 
ency, J. A. M. A. 108:7 (Jan. 2) 1937. 

28. Pearce, R. M.: Scarlet Fever: Its Bacteriology and Gross and Minute 
Anatomy, J. Boston Soc. M. Sc. 3:161, 1898; cited by Brody and Smith.29 

29. Brody, H., and Smith, L. W.: The Visceral Pathology in Scarlet Fever 
and Related Streptococcus Infections, Am. J. Path. 12:373, 1936. 

30. Siegmund: Untersuchungen iiber Immunitat und Entziindung, Verhandl. 
d. deutsch. path. Gesellsch. 19:114, 1923. 
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To conclude, we cannot but be impressed with the severity and 
extensiveness of the visceral reaction. The cellular infiltration in the 
internal organs with eosinophils is practically universal. The arteritis 
without thrombosis, as well as the tuberculoid structures, is in accord 
with Sikl’s observations. Our case differs only in the exfoliating char: 
acter of the dermatitis, which was absent in Sikl’s cases. We believe 
that in our case, as in those of Sikl, the condition was the morphologic 
expression of a hyperergic state, presumably due to phenobarbital. 


SUMMARY 


The history, clinical picture and postmortem observations in a case 
of exfoliative dermatitis are reported, and the various aspects of the case 
are discussed in detail. The chronologic sequence in regard to the onset 
and exacerbations of the eruption suggest its relation to the ingestion 
of phenobarbital. 

After reviewing the literature on eruptions due to phenobarbital, 
including the 2 cases hitherto reported in which there was a fatal out- 
come, a survey is given of cases of (nonexfoliative) dermatitis due to 
arsphenamine in which at necropsy a type of tissue reaction was seen 
which closely resembled that in our own case. In addition, cases of 
serum carditis and some experimental work are cited in which a similar 
type of tissue reaction was observed. 

A short survey is given of the literature of cases of exfoliative 
dermatitis in which autopsy was performed. It is concluded that in 
general there appears to be no parallelism between the pathologic obser- 
vations in these cases and those in our own case, in which the outstand- 
ing microscopic changes were those of eosinophilia and severe vascular 
involvement of several internal organs, as well as tuberculoid structures 
in the spleen. These manifestations are thought to be a particular tissue 
response based on an allergic reaction, which in our case was probably 
due to sensitization to phenobarbital. 

Note.—Since this paper was submitted for publication two articles * 
have appeared in which changes similar to those reported in our case | 
are described. 
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SEVERE GENERALIZED BLASTOMYCETIC 
DERMATITIS 


REPORT OF A CASE 


J. D. BUSH, M.D. 
UNIVERSITY, ALA. 


In May 1894 Gilchrist examined sections in which he first found 
blastomycetes. In November 1894 Busse‘ reported a case of systemic 
blastomycosis in which the diagnosis was confirmed by postmortem 
examination. In 1896 Gilchrist and Stokes ? reported a case of chronic 
cutaneous oidium infection. The causative organism was found in pus 
and in sections of tissue. Inoculations of animals with fresh tissue gave 
negative results. The cultural characteristics of the organism were 
described, and in a subsequent report, in 1896,° this case was definitely 
classified as one of cutaneous blastomycosis. Since its recognition many 
therapeutic agents have been used in the treatment of the disease, and 
iodides have held a prominent place among these agents. Little atten- 
tion has been given to the use of intravenous injections of compound 
solution of iodine U. S. P., as suggested by Ravaut,* in the treatment 
of this and other mycotic infections. 

Recently a case of severe generalized blastomycetic dermatitis was 
observed. It may be of interest because of the therapeutic result 
obtained. 


REPORT OF CASE 


History —H. J., a 48 year old Negro laborer, was admitted to the Medical 
Wards of the Hillman Hospital, Birmingham, Ala., on Aug. 3, 1938, complaining 
of “bumps on skin,” weakness and “piles.” He had had the usual childhood diseases 
without complications. In 1921 he had “inflammatory rheumatism,” and in 1927 
bilateral indirect inguinal hernia was repaired. The patient’s residence for the 
eight years prior to admission was in Alabama, but before that his residence was 
in various eastern cities. His family history was irrelevant. 

Present IlIness—On April 4, 1938 the patient first noticed an eruption on the 
skin of his arms and forearms. The lesions were dry, elevated and white; there 


From the Department of Bacteriology and Pathology, University of Alabama 
School of Medicine. 
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was transient itching but no pain. On April 26 the patient was admitted to the 
dermatologic clinic. He received local treatment with 2 per cent ammoniated 
mercury ointment and 2 per cent gentian violet. He was given seven intramuscular 
injections of a bismuth compound, 1.5 cc., and received orally a mixture of which 
each fluidrachm (4 cc.) contained 0.65 Gm. of postassium iodide and 0.0032 Gm. of 
mercury bichloride. There was no improvement with this treatment, and the lesions 
became progressively larger and more crusted in the few weeks prior to admission 
to the hospital. 


Fig. 1—Patient with blastomycetic dermatitis as he appeared on admission. 


Examination—Physical examination on admission revealed a poorly nourished 
Negro whose temperature was 101 F., pulse rate 110, respiratory rate 20 and 
blood pressure 120 systolic and 82 diastolic. The right pupil was slightly larger 
than the left and reacted sluggishly to light. There was a small amount of thick 
yellow exudate in each conjunctival sac. Each upper eyelid was weighed down by 
thickly crusted, grayish brown, rounded or oval warty lesions. There were several 
of these crusted plaques on each auricle and many on the skin of the face. Those 
about the nares were moist, grayish pink and granulating, with extension into the 
nostrils (fig. 14). There were other crusted lesions in the skin of ¢he penis, 
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scrotum, upper and lower extremities and trunk (fig. 1B). Those about the 
ankles had lost their crusted character and were red, granulating and sometimes 
covered with pus. About the margins of a few of the facial lesions small clear 
vesicles could be seen. The cervical, epitrochlear and inguinal lymph nodes were 
palpable. There was a moderate amount of sclerosis of the peripheral vessels. 
The right epididymis was firm, nodular and not sensitive. 

A roentgenogram of the chest (fig. 2) showed infiltration of the hilus of each 
lung and of the base of the left, with thickened pleura over the lower half of the 
left lung. These changes suggested tuberculous infection. A Mantoux test with a 
1: 10,000 dilution produced an area of erythema and induration 1 cm. in diameter. 
Many preparations in 20 per cent solution of sodium hydroxide of material from the 


Fig. 2—A roentgenogram of the chest taken on admission. 


granulating lesions and marginal vesicles were examined, and in one of these doubly 
contoured, sometimes budding yeastlike bodies were seen. A specimen for biopsy 
was taken from a typical lesion on the forearm. In sections stained with hema- 
toxylin and eosin many giant cells were seen. In some of these giant cells there 
were doubly contoured, sometimes budding yeastlike bodies measuring 10 to 15 
microns in diameter (fig. 3). Other yeastlike bodies were found free in the 
tissue. Cultures on plain agar, alkaline brain broth, egg albumin, carrot agar and 
Sabouraud’s medium yielded no growth of the yeast. Suspensions of material from 
the granulomatous lesions in saline solution injected intravenously into rabbits and 
subcutaneously and intraperitoneally into guinea pigs and white rats produced no 
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changes in the animals. The reaction to a Kline test of the blood was negative. 
There were 49 per cent hemoglobin and 2,490,000 red blood cells. The leukocytes 
numbered 11,100 with 86 per cent polymorphonuclear leukocytes, 13 per cent lympho- 
cytes and 1 per cent eosinophils. The urine contained only 10 mg. of albumin. 
Hospital Course-—The patient was given a Minot-Murphy diet, cod liver 
oil and iron and ammonium citrates. After the blastomycetes were discovered a 


Fig. 3—Photomicrograph of a section of skin (x 400; hematoxylin and eosin 
stain). A budding blastomycete may be seen in the cytoplasm of a giant cell. 


saturated solution of potassium iodide was given, beginning with 5 minims (0.3 cc.) 
three times daily, by mouth, and gradually increased to 2 drachms (7.5 cc.) three 
times daily. A dosage of i to 2 drachms (3.7 to 7.5 cc) three times daily, by 
mouth, was continued for eight weeks. At the advice of Dr. Andrew Glaze intra- 
venous injections of compound solution of iodine U. S. P., 15 minims (1.5 cc.). 
mixed with 1 Gm. of sodium thiosulfate, were given daily for four days. The 
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dose was then increased to 30 minims (1.8 cc.) of compound solution of iodine 
U. S. P., and administration was continued for six weeks. Roentgen ray therapy 
of the lesions was given simultaneously with the intravenous injections. After 
several days of this treatment the eruption began to improve, and at the end of one 
month the lesions were dry and some of the warty material had begun to loosen 
and come away. At the end of seven weeks, when the patient was discharged 
from the hospital, the lesions of the trunk and extremities had healed, leaving 
atrophic scars. Only a few dry, warty lesions remained about the nose. The 
administration of saturated solution of potassium iodide 1 drachm (3.7 cc.), three 


Fig. 4.—Appearance of the face three months after the patient was admitted 
to the hospital. 


times daily, by mouth, was continued, and three mcnths after admission all the 
lesions were healed, leaving smooth, slightly depressed scars (fig. 4). The 
general health of the patient was greatly improved with a decided gain in weight 
and strength. Two years after admission to the hospital the general health of 
the patient was good and the scars were only slightly less prominent than in figure 4. 


COMMENT 


Apparently a permanent curative result was obtained in this case by 
the administration of roentgen ray therapy to the lesions, saturated solu- 
tion of potassium iodide by mouth and compound solution of iodine 
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U. S. P. intravenously. The use of the compound solution of iodine 
intravenously in the treatment of mycotic infections was mentioned by 
Ravaut in 1918. He later advised the addition of a 20 per cent solution 
of sodium thiosulfate to the solution to prevent sclerosis of the veins. 
Experience led him to advise the addition of about double the amount 
of sodium thiosulfate to the solution, obtaining decolorization of the 
iodine by the formation of sodium iodide and sodium tetrathionate. 
This new solution does not harden the veins and is well tolerated by the 
patient.* This patient exhibited no reaction to the intravenous injection 
of compound solution of iodine U. S. P. and sodium thiosulfate. Martin 
and Smith ° in a comprehensive review of the literature did not mention 
the use of compound solution of iodine and sodium thiosulfate intra- 
venously, but they did warn against the use of iodides by mouth without 
first determining the presence or absence of sensitivity by employing 
intracutaneous testing with a heat-killed vaccine of blastomycetes. In 
patients who are sensitive to the organism exacerbation of the cutaneous 
lesions may develop after ingestion of iodides. The use of compound 
solution of iodine intravenously in the treatment of blastomycosis has 
recently been reported by Smith,® in whose case sclerosis of the veins 
presented some difficulty, perhaps because in this case no sodium thio- 
sulfate was added to the compound solution of iodine prior to admin- 


istration. 
SUMMARY AND CONCLUSIONS 


A case of chronic cutaneous blastomycosis is reported, in which a 
curative result was obtained by the use of iodides and roentgen ray 
therapy. 

It may be concluded that large daily doses of iodides are necessary 
in the therapy of this disease (360 grains [23 Gm.] daily in this case) 
and that the intravenous use of compound solution of iodine U. S. P. 
with admixture of sodium thiosulfate represents a convenient, safe and 
efficient method for administering iodides. 


5. Martin, D. S., and Smith, D. T.: Am. Rev. Tuberc. 39:275-304 (March) 
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6. Smith, C. H.: M. Bull. Vet. Admin. 12:197-199 (Oct.) 1935. 
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CONGENITAL SYPHILIS IN IDENTICAL TWINS 
WITH DISSIMILAR SEROLOGIC REACTIONS 


REPORT OF A CASE 


ELIOT WOLK, M.D. 
BOSTON 


The purpose of this paper is to add to the scant literature on the 
subject of twins one of whom has a positive and the other a negative 
serologic reaction for syphilis. I believe that this report is the first one 
in American literature in which twins who have been proved to be 
identical by the most exacting anthropometric values and finger and 
palm prints had dissimilar serologic reactions. 


REPORT OF A CASE 


A. R., a 19 year old Portuguese Negro, reported to the outpatient department 
of the Boston City Hospital on July 1, 1938 for a routine check-up. His father had 
received treatment for tertiary syphilis since August 1936 and his mother for late, 
latent syphilis since June 1938. There were 2 older siblings, a brother 35 years of 
age, who had not been examined, and a sister of 25, who was treated for secondary 
syphilis a few years previously and was considered cured. The mother presented 
the history of a miscarriage about a year prior to the birth of the twins. The past 
history was essentially not significant except for retardation in schooling, which 
was limited to a few years in special classes, without results. 

Physical examination revealed a fairly well developed and nourished boy with 
slightly prominent parietal bosses, a high palatine arch and irregularity of the 
teeth, with loss of the first molars. Ophthalmologic examination showed internal 
strabismus, myopia and chorioretinitis. Slit lamp examination of the cornea did 
not reveal any evidence of previous interstitial keratitis. Roentgenograms of the 
long bones were normal. A diagnosis of mental deficiency without psychosis was 
made after a period of observation at the Boston State Hospital. 

The Hinton and Wassermann reactions of the blood were positive. Examination 
of the spinal fluid showed a 2 plus reaction for albumin, a 1 plus reaction for 
globulin, a colloidal gold curve of 000000, a total protein content of 56 mg. per 
hundred cubic centimeters and 1 cell per cubic millimeter. The Davies-Hinton and 
Wassermann reactions were negative. 

M. R., a 19 year old Portuguese Negro, reported to the outpatient department 
of the Boston City Hospital on July 1, 1938 for a routine check-up. The family 
history and past history are as aforementioned. 

Physical examination revealed a fairly well developed and nourished boy with 
slightly prominent parietal bosses, a high palatine arch and irregularity of the 
teeth, with loss of all first year molars. Ophthalmologic examination showed 
internal strabismus and myopia. Slit lamp examination of the cornea did not 
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show any evidence of previous interstitial keratitis. Roentgenograms of the 
long bones were normal. A diagnosis of mental deficiency without psychosis was 
made after a period of observation at the Boston State Hospital. 

The Hinton and Wassermann reactions of the blood were negative on several 
occasions. The Hinton reaction in dilutions of 0.05 to 0.5 was also negative. 
Examination of the spinal fluid showed a 1 plus reaction for albumin, a negative 
reaction for globulin, a colloidal gold curve of 000000, a total protein content of 
36 mg. per hundred cubic centimeters and 2 cells per cubic millimeter. The 
Davies-Hinton and Wassermann reactions were negative. 


In order to prove that these twins were identical, anthropometric 
studies were made by Dr. Carl C. Seltzer, of Harvard University. An 
analysis of the metric and morphologic values shows the similarities 
between the two boys to be overwhelming. Differences when present 
were usually slight and principally took the form of mirror imaging. 
Morphologic similarities were observed with respect to the following 


characteristics : 


. Color of the skin 

. Moles 

. Color of head hair 

. Color of the eyes 

. Folds about the eyes 

. Obliquity of the eyes 

. Ridges on the brow 

. Slope of the forehead 

. Depression of the nasion 

. Height of the nasal root and nasal bridge 
. Inclination of the nasal tip 

. Flare of the nasal wings 

. Thickness of the integumental and membranous portion of the lips 
. Size of the lip seam 

. Prognathism 

. Malar development 

. Height and breadth of the palate 

. Size and shape of the teeth 

. Shape and size of the ear lobes 

. Occipital and lambdoid flattening 

. Shape of the hands and characteristics of the nails 
. Quantity and distribution of the hair 

. Direction of the hair whorl 

24. General muscularity 

25. Projection of the heel 


1 
2 
4 
5 
6 
7 
8 
9 
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Morphologic dissimilarities were observed with respect to the follow- 
ing characteristics : 


1. Form and texture of the hair 

2. Breadth of the nasal bridge 

3. Form of the nasal profile 

4. Eruption of the teeth 

5. Direction of the pelvic assymetry 
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. Development of the chest 
. Direction of the shoulder slope 
. Scrotal formation 

. Spacing of the teeth 


Comparison of Measurements of Identical Twins 


A. R. 


M. R. 


Chest circumference 78.8 em. 80.8 em. 
Chest circumference (inspiring)............. 84.0 em. 83.0 em. 
Chest circumference (expiring).............. 78.2 em. 79.1 em. 
Umbilical cireumference...................++ 66.1 em. 67.2 em. 
Calf _ 28.8 em. 28.6 em. 


Supra seventh cervical width................ 122 mm. 123° mm. 
Nasioprosthion 83 mm. 81 mm. 

Distal humeral breadth...................... 70 mm. 69 mm 
Distal femoral breadth...................... 93 mm. 92 mm. 
Interpapillary distance...................... 18.1 em. 19.0 em. 
bie 41.4 em. 41.9 em. 


The fingerprints and palm prints of the twins were taken and 
analyzed by Mr. Marshall T. Newman, of Harvard University, in 
collaboration with Prof. H. H. Newman, who is a noted authority on 
the subject. The patterns represent just about the limit for extremely 
close resemblance. All four sets of fingerprints had the same formula: 
U.A.A.U.U., a rather uncommon condition. The following ridge counts 
were observed : 


Ill ¥ 


M. R. 13 0 0 4 14 31 
0 5 15 
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\ 
145 mm. 146 mm. 
Minimum frontal width...................-. 104. mm. 104 mm, 
132 mm. 128 mm. 
I Il P| Total 
68 
ALR. 0 0 3 13 28 
4 0 0 20 8 $2 
60 
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There is no evidence of mirror imaging in these ridge counts. The 
total difference of only three ridges between the two persons is below 
the average for monozygotic twins. 

As to the palmar patterns, the right palms of the two boys were 
exactly alike in their formulas, as were the two left palms. Patterns 
of the right and left palms of the same person differ considerably. The 


following palmar formulas were observed : 
M. R. 9(8).7(6).5'.4-t- 


A® 
- A®. 


~-3-t-A". 
A. R. 9(8) .7(6).5'.4 


There cannot be the slightest doubt, on the basis of dermatoglyphic 
characters alone, of the monozygotic origin of these twins. These data, 
along with the metric and morphologic values, indicate strongly that 
the boys were identical twins. 

Infection of the fetus in utero is definitely known to occur about 
the fifth month of pregnancy, when the organisms pass through the 
placenta (Hoffman'*). In the case of twins who are fraternal, i. e., with 
individual placentas, it is possible for one of the fetuses to become 
infected and for the other to escape the infection (Jeans and Cooke *). 
Several cases of the latter type have been reported (Dennie * and Wile 
and Welton *), and the phenomenon is explained by the barrier action 
of the placenta to the Spirochaeta pallida. Cassel also reported that 
symptoms of congenital syphilis in twins, identical and fraternal, appear 
at different periods of life, and he stated the belief that this is due to 
the transmission of varying amounts of spirochetes by the syphilitic 
placenta. 

Symptoms and signs of congenital syphilis in only 1 of identical 
twins, i. e., with a common placenta, are the subject of a great deal of 
conjecture. In their monograph on prepubescent syphilis, Jeans and 
Cooke * stated that such a condition is not possible. Penrose ° reported 
an instance of identical twins only one of whom had a positive reaction 
and explained it on the basis that environmental conditions in utero 
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were more favorable to one of the fetuses. McKendree * also presented 
a case of supposedly identical twins with dissimilar serologic reactions 
and stated that a spontaneous cure in the one had most likely taken 
place. Bruusgaard* wrote that spontaneous cure occurs in approxi- 
imately one third of the cases of syphilis in which the disease is acquired. 
Such cures occur in cases in which the patients did not receive any 
specific therapy. It seems likely that similar serologic reversals can 


Identical Twins. A, A. R. showed a positive serologic reaction for syphilis. 
Lb, M. R. showed a negative serologic reaction for syphilis. 


occur in congenital syphilis, and thus the serologic reaction of one of 
identical twins may be negative. Gordon *® found negative Wassermann 
reactions in children who had stigmas of inherited syphilis 


7. McKendree, O. J.: Congenital Syphilis in One of Identical Twins, New 
York State J. Med. 37:659 (April 1) 1937. 

8. Bruusgaard, E.: Ueber das Schicksal der nicht spezifisch behandelten 
Luetiker, Arch. f. Dermat. u. Syph. 157:309, 1929. 

9. Gordon, cited by Marshall and French.1! 
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Wile and Welton‘ published an excellent paper on this subject 
recently and presented a pair of fraternal twins one of whom had signs 
and symptoms of congenital syphilis while the other was normal. They 
emphasized that in case of dissimilar serologic reactions it is necessary 
to prove beyond any doubt that the twins are either identical or fraternal. 
This can be done by anthropometric measurements, fingerprints and 
palm’ prints and other observations, as elaborated in their paper. 

My report proves that the twins in the present case were identical. 
The metric and morphologic values are conclusive, as are the finger- 
prints and palm prints. The twin who had negative serologic reactions 
showed on close physical examination slightly prominent parietal bosses, 
a high palatine arch, loss of all the first molars, internal strabismus, 
myopia and mental deficiency. The one who had positive serologic 
reactions also presented these characteristics. 

Stokes '° stated in a report on 4,400 feebleminded children that the 
Wassermann reaction was positive in 4 per cent. Marshall and French * 
asserted that congenital syphilis may cause an arrest of intellectual 
development varying from deficient intelligence to idiocy and quoted 
Gordon, who found positive Wassermann reactions in 66 of 400 patients 
in the metropolitan asylums. Of 164 patients with congenital syphilis, 
strabismus was present in 4 per cent.'? Salomone '* and Jeandelize ** 
stressed the importance of convergent strabismus as a result of congenital 
syphilis. The rapid development of myopia in young subjects was stated 
by Lapersonne ** to be chiefly due to inherited syphilis. 

Of the pair of twins that I have presented, the supposedly healthy 
one, who had negative serologic reactions and had never received any 
antisyphilitic therapy, nevertheless showed signs which I have attempted 
to prove are consistent with those of congenital syphilis. These signs 
were also present in the other twin, who had chorioretinitis and positive 
serologic reactions. Although it is possible that the latter might have 
acquired syphilis after birth, there is no evidence pointing to that, and 
1 believe that it is highly improbable. Since the mother’s history is 
suggestive of a syphilitic infection when she conceived the twins, it is my 
belief that they were infected to a mild degree, for their infancy and 
subsequent development were fairly normal. The fact that one of the 

10. Stokes, J. H.: Modern Clinical Syphilology, ed. 2, Philadelphia, W. B. 
Saunders Company, 1936. 

11. Marshall, C. F., and French, E. G.: Syphilis and Venereal Diseases, ed. 4, 
New York, William Wood & Company, 1921, pp. 296-297. 

12..Salomone, M.: Strabismo convergente ed eredo-lue, Studium 16:449 (Dec. 
20) 1926. 

13. Jeandelize, P.: Le strabisme dans ses rapports avec I’hérédosyphilis, 
Médecine 11:618 (Aug.) 1930. 

14. Lapersonne, cited by Marshall and French,! p. 303. 
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twins had a negative serologic reaction and normal spinal fluid with 
stigmas consistent with this disease proves to me that a serologic reversal 
took place without antisyphilitic therapy. It seems that it is impossible 
anatomically for one of proved identical twins to escape infection in 
utero while the other is infected. A careful examination with attention 
to all signs, no matter how secondary, will lead to the proper diganosis 
in cases of this kind. 


SUMMARY 
A report on twins with dissimilar serologic reactions is presented. 
Careful anthropometric examinations and analysis of the fingerprints 
and palm prints prove that these boys were identical. Various minor 
stigmas found on physical examination lead to the belief that both boys 
had congenital syphilis. It does not seem possible that one was infected 
while the other was normal, and the most plausible explanation for the 
dissimilar serologic reactions in the twins is that a spontaneous serologic 
reversal took place in one of them. 


Dr. William P. Boardman, chief of the Department of Dermatology and 
Syphilology, Boston City Hospital, gave permission to publish this report and 
helpful advice in preparing the paper. Mrs. Adeline Nicholson, social service 
worker, cooperated in maintaining proper contact with the twins. 
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DERMATOFIBROMA 


JOHN F. STECKER, M.D. 
AND 
W. L. ROBINSON, M.B. 
TORONTO, CANADA 


Benign tumors of connective tissue originating in the skin have long 
been recognized. Of these, the well known keloids and the less common 
fibromas have often been described both clinically and pathologically. 
For some time our attention has been drawn to a small, hard, fairly 
well circumscribed lesion originating as a benign growth in the corium 
of the skin and having certain features characteristic of a simple fibroma 
yet being nonencapsulated, infiltrative and slowly growing. Following the 
suggestion of Traub and Monash,’ we have called this tumor dermato- 
fibroma, indicating its essential structure and its location. 

Although the tumor is not particularly uncommon, there is, unfor- 
tunately, scant material on the subject in dermatologic or pathologic 
literature. Unna,? in 1896, described and called the tumor “fibroma 


simplex.” Arning and Lewandowsky,* reporting 25 cases, supplied the 
term “nodule cutanei.” Later, Schreus* named the growth “dermato- 
fibroma lenticulare,” since he considered the small growth to resemble 
a lentil in size and shape. Traub and Monash, taking exception to this 
description, modified the term to dermatofibroma. Michelson,’ sug- 
gesting that the lesion is inflammatory, has proposed “nodular sub- 
epidermal fibrosis.” Recently Senear and Caro,® after reviewing the 


From the Department of Pathology, University of Toronto, and the Toronto 
General Hospital. 

1. Traub, E. F., and Monash, S.: Dermatofibroma, Arch. Dermat. & Syph. 
26:250 (Aug.) 1932. 

2. Unna, P. G.: The Histopathology of the Diseases of the Skin, translated 
by N. Walker, New York, Macmillan & Company, 1896, p. 836. 

3. Arning, E., and Lewandowsky, F.: Noduli cutanei, Arch. f. Dermat. u. 
Syph. 110:3, 1911. 

4. Schreus, H. T.: Dermatofibroma lenticulare, Fibroma simplex (Unna), 
Noduli cutanei (Arning und Lewandowsky), Arch. f. Dermat. u. Syph. 161:456, 
1930. 

5. Michelson, H. E.: Nodular Subepidermal Fibrosis, Arch. Dermat. & Syph. 
27:812 (May) 1933. 

6. Senear, F. E., and Caro, M. R.: Histiocytoma Cutis, Arch. Dermat. & 


Syph. 33:209 (Feb.) 1936. 
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literature and studying 25 cases of their own, have concluded that the 
condition has the nature of a tumor made up of histiocytes and called 
it a histiocytoma. 

Unna, being the first to describe the condition, declared that two 
forms existed, the diffuse and the circumscribed, the former perhaps 
representing an earlier stage of the latter. It was his suggestion that 
the small growths developed from severe trauma or about foreign bodies, 
such as a splinter. He distinctly differentiated the condition from keloids 
and neurofibromas. 

The dermatofibroma is usually solitary, although ten to twenty 
nodules occurring over the body have been described. We have not 
encountered multiple tumors in the 62 cases we herewith wish to report. 
The extremities are the most common sites of origin. In 41, or 68 per 
cent, of this series of cases the lesion occurred in that region. The 
next most common locations are the chest and trunk, while the head, 
neck and face suffer the least. 


Location of Tumors 


Upper Ex- Lower Ex- Chest and 
tremities tremities Trunk Face Neck Scalp 
16 12 4 4 1 
Per cent J 26.6 20 6.6 BF 1.6 


The nodule presents a varied appearance, ranging in size from 2 to 
3 mm. to 1 to 1.5 cm. in maximum diameter. Usually it is firm, 
spherical or round and generally well circumscribed ; it may or may not 
extend above the surface of the skin. The surface of the tumor, while 
usually smooth, may show some scaling or crusting. The color will 
vary from pink to brown or dark red. The majority of the nodes are 
well demarcated and are freely movable, since they are not attached to 
the subcutaneous tissues. Michelson has observed an occasional tumor 
being absorbed, leaving an atrophic scar. As a rule the lesion grows 
to maximum size and remains stationary. The age of the patient is of 
slight importance, the youngest in our series being 21 and the oldest 76. 
The symptoms vary. Usually there is no pain, and the growth is 
tolerated until, for cosmetic reasons or from mental discomfort due to 
fear of cancer, the patient seeks medical advice or surgical removal 
of the tumor. With proper excision the tumor does not recur. 

Microscopically, the small node rests in the subepidermal area of 
the skin with the normal tissue about it (fig. 14). The epidermis over- 
lying the tumor presents a varying picture, from slight thinning to 
moderate hyperkeratosis. The rete pegs are usually not disturbed, but 
should the tumor occur in the upper layer, shortening, thinning and 
pushing aside will accordingly result. 
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Histologically, the tumor is seen to be made up of large irregular 
spindle-shaped cells running in many directions and interlacing at all 
possible angles (fig. 1 B). The individual cells are large but not com- 
parable to those of malignant growths. The nuclei are large, with the 


Fig. 1.—A, dermatofibroma present in the corium of the skin (x 60). 8, high 
power photomicrograph, showing the young spindle-shaped cells forming an inter- 
lacing pattern (x 230). 


cytoplasm pinkish staining and at times vacuolated. The cellularity of 
the growths varies ; some are very cellular, and others have large amounts 
of collagen fibrils and relatively few cells (fig. 2.4). Mitotic figures 
are rarely found. The vascularity of the growths also varies, for in 
some of the small tumors the vessels almost appear to be a part of the 
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lesion, the pale-staining cells of the endothelial lining being somewhat 
increased in number. The margin of the growths is ill defined, showing 
no attempt at capsule formation. The peripheral tumor cells can be 


Fig. 2.—A, an old lesion with large amounts of collagen and relatively few 
cells (X< 240). B, section showing the advancing margin of the tumor incorporating 
the coil glands (x 120). 


seen infiltrating the surrounding collagen and spreading about the 
coil glands, to incorporate them in the growth as small islands (fig. 2 B). 
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Toward the surface the rete pegs are pushed aside rather than taken into 
the spreading growth, and in some tumors the overlying epidermis is 
compressed to a thin layer of stratified epithelium. Apart from the 
tendency to infiltrate the surrounding tissues these tumors show no 
evidence of malignancy, their cells being uniform in size, shape and 
staining characteristics. As evidence of their infiltrative qualities we 
have encountered one growth of six months’ duration, removed from 
the side of the neck, which was invading the underlying musculature 
(fig. 3). Similar cases of a dermatofibroma invading the muscle tissue 
have not, to our knowledge, been described in the literature. 


Fig. 3—Photomicrograph of tissue from a dermatofibroma removed from the 
neck of a patient, showing invasion into the underlying musculature (x 120). 


With special stains we were unable to find evidence of elastic tissue 
in the tumor proper, but a few fibers were scattered here and there at 
the periphery of the growth. Phosphotungstic acid, hematoxylin and — 
the Gross-Bielschowsky stain demonstrated that nerve elements were 
only occasionally present at the edges of the dermatofibroma. 


COMMENT 


From the standpoint of diagnosis, this type of tumor is of particular 
interest; hence we have been impressed by the wide range of names 
given this growth by the attending surgeon. Clinically it may be con- 
fused with melanoma, keloid, angioma and neurofibroma and more 
seriously with epidermoid carcinoma, rodent ulcer or sarcoma. It is 
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rather interesting to note that of the 28 cases in which a preoperative 
clinical diagnosis had been made, in 10, or approximately one third, 
the lesion was called malignant. Occasionally the tumor is diagnosed 
microscopically as a sarcoma. It is, however, benign, as indicated by 
the uniformity of cell structure and arrangement, as well as by the 
clinical history. 

The tumor can readily be distinguished from a neurofibroma by the 
absence of palisading of the nuclei and by the lack of a capsule. Its 
position in the corium rather than in the subcutaneous tissue is also a 
distinguishing feature. The latter point also sets it apart from the simple 
fibromas. The jumbled arrangement of the cells in the dermatofibroma 
is not seen in the ordinary fibroma, in which the cells appear in whorls 
and fan-shaped masses. 

As to nomenclature, while the term “fibroma simplex,’’ as supplied 
by Unna, fails to distinguish the growth from fibromas not originating 
in the skin, that of Arning and Lewandowsky is still less specific 
regarding the elements in the tumor. Nor are we convinced that the 
growth is a product of an inflammatory process, as suggested by 
Michelson. The opinion of Senear and Caro that the tumor is com- 
posed essentially of histiocytes is based on the finding of lipoids and 
iron-containing pigment in certain cells of the tumor. It is our opinion 
that these histiocytes are secondary members of the group, that they 
have wandered into the tumor to pick up the lipoids from the degenerated 


cells or iron-containing pigment from small hemorrhages into the tumor 
itself and that the tumor is not a histiocytoma. Rather we should 
prefer the continued use of the term dermatofibroma, designating a 
definite type of fibroma originating in the substance of the skin. 
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NONPELLAGROUS ERUPTIONS DUE TO DEFI- 
CIENCY OF VITAMIN B COMPLEX 


PAUL GROSS, M.D. 
NEW YORK 


This paper deals with cutaneous eruptions not quite conforming 
with any well known dermatologic entity. The main feature common 
to all these conditions was their response to parenteral liver therapy, 
which suggested that they were due to a deficiency of the vitamin B 
complex. In none of the cases observed was a diagnosis of pellagra 
permitted, since the cutaneous manifestations were not typical of this 
disease, nor were they associated with lesions of the mucous membranes 
of the mouth, gastrointestinal disturbances or mental symptoms. There- 
fore, this classification as nonpellagrous eruptions due to deficiency of 
the vitamin B complex seemed justified. 

In recent years chemical investigations of the vitamin B complex, 
studies on intracellular enzymes and their relations to vitamins and 
observations on experimental deficiencies in animals have thrown much 
light on the deficiency diseases observed in man. Although the field 
is large and the literature inexhaustible, it seems necessary to review 
a few outstanding and possibly familiar facts before discussing the 
problems presented by the cases herein described. 

Without denying that thiamine (vitamin B,) may have importance 
in dermatology, I shall confine. myself to the discussion of the ther- 
mostable fraction of the vitamin B complex. This group is distinguished 
by the fact that its withdrawal or deficiency produces distinct cutaneous 
manifestations in man and in some animals. 

One can derive the following facts from table 1. A deficiency of 
nicotinic acid (amide) causes pellagra in man, blacktongue in the dog 
and a definite deficiency in the pig (and monkey). Its role in the rat 
and chicken is still not fully clarified. 

Pyridoxine (vitamin B,) 7? is of great interest because its lack pro- 
duces a well defined cutaneous condition and deficiency disease in the 


This work was supported in part by a grant from the John and Mary R. 
Markle Foundation. 
From the Department of Dermatology of the Vanderbilt Clinic and the 
Columbia University College of Physicians and Surgeons. 
1. The name adopted by the Council on Pharmacy and Chemistry of the 
American Medical Association for vitamin Bs is pyridoxine. 
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TABLE 1.—Comparison of the Clinical Manifestations Resulting from Deficiency of 
Important Fractions of the Heat-Stable Vitamin B Complex 


Deficiency 


Riboflavin 


Nicotinie acid 


Pyridoxine 


Pantothenic 
acid 


Accessory skin 
factor (?) 


Filtrate 
fraction 


Anti gray hair 
factor 


Factor W 


Biotin 
(vitamin H) 


Essential (un- 
saturated) 
fatty acids 


B complex 
(unidentified 
fractions) 


Choline 


Man Dog 


Aribofiavinosis Collapse, de- 
(cheilosis, generation of 
perléche-like posterior col- 
erosions, umnos and pos- 
seborrhea of terior nerve 
face, vasculari- roots 

zation of cornea 

and keratitis) 


Pellagra Blacktongue Pellagra 
(glossitis, der- 

matitis, psychic 

symptoms and 

diarrhea) 


Microcytic Microcytie 
hypochromic anemia 
anemia and and epi- 
epileptic fits leptie fits 


Loss of Paralysis 
appetite 


Loss of 

weight, 
intermittent 
diarrhea, 
moderate 

anemia and 
death; ulcer- 
ation of the 

skin only in 
short-haired dogs 


Achromotrichia 


Vitamin B Flaccid 
complex deficien- Palsy of 
cy of the skin hindlegs 


Rat Chicken 


Alopecia, “‘non- Neuromalacia 
specific’ der- and curled toe 
matitis, re- paralysis 
tarded growth, 

cataract, kera- 

titis and sus- 

ceptibility to 

pediculosis 


Acrodynia, Retarded 
fatty livers, growth and 
retarded convulsions 
growth and 

epileptic fits 


Retarded Dermatitis 
growth and retarded 
growth 


Crusting of Spinal cord 
snout, spec- degeneration 
tacled eye 

condition, 

alopecia and 

sealy dermatitis 


Hemorrhagic 
necrosis of 
adrenal cortex 


Achromotriehia 
of piebald rats; 
rusting of fur in 
albino rats ? 


Retarded 
growth 


Egg white in- Egg white in- 
jury (der- jury (der- 
matitis) matitis) 


Combined 
acrodynia and 
filtrate fraction 
deficiency or 
fat deficiency 
disease (Burr 
and Burr) 


Hemorrhagic 
disease (pan- 
myelophthisis) 
and paralysis 


Hemorrhagie Perosis 
degeneration 

of kidneys, 

fatty livers, 

paralysis of 

nursing rats 

and retarded 

growth 
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rat, which was originally called rat pellagra. The work of Birch, 
Gyorgy and Harris * and Dann * clearly demonstrated that pyridoxine 
was not identical with the pellagra-preventive factor, and the name 
rat acrodynia was created. The demonstration of nicotinic acid by 
Elvehjem, Madden, Strong and Woolley‘ as the antiblacktongue and 
pellagra-preventive factor bore out further this duality. Finally, the 
synthesis of pyridoxine furnished the clear proof of the earlier experi- 
mental work. 

Definite evidence of a deficiency of pyridoxine in puppies has been 
established,® and its role in man is now under clinical investigation. 
The fact that deficiency of pyridoxine produces cutaneous lesions in 
the rat (German name, Adermin) should not provoke unjustified hopes 
among dermatologists. 

The so-called filtrate factor is a complex in itself. One of its main 
constituents is pantothenic acid,® which has been proved to be the vitamin 
preventing dermatitis in the chick.’ Its role in the rat was assumed to 
be that of a growth factor, but the most recent publication by Woolley ® 
makes this assumption doubtful. In addition, the filtrate fraction con- 
tains growth factors for the rat, a vitamin preventing graying of the 
hair of piebald rats ® and rusting of the fur of albino rats and the acces- 


2. Birch, T. W.; Gy6rgy, P., and Harris, L. J.: The Vitamin Bz Complex: 


Differentiation of the Antiblacktongue and the “P.-P.” Factors from Lactoflavin and 
Vitamin Bs (So-Called “Rat Pellagra” Factor), Parts I-VI, Biochem. J. 29: 
2830-2850 (Dec.) 1935. 

3. Dann, W. J.: The Vitamin G Complex: The Non-Identity of Rat Derma- 
titis Due to Vitamin Bs Deficiency and the Dermatitis of Human Pellagra, J. 
Nutrition 11:451 (May) 1936. 

4. Elvehjem, C. A.; Madden, R. J.; Strong, F. M., and Woolley, D. W.: 
Relation of Nicotinic Acid and Nicotinic Acid Amide to Canine Black Tongue, 
J. Am. Chem. Soc. 59:1767 (Sept.) 1939. 

5. Fouts, P. J.; Helmer, O. M.; Lepkovsky, S., and Jukes, T. H.: Produc- 
tion of Microcytic Hypochromic Anemia in Puppies on Synthetic Diet Deficient 
in Rat Antidermatitis Factor (Vitamin B.), J. Nutrition 16:197 (Aug.) 1938. 

6. Williams, R. J.; Truesdail, J. H.; Weinstock, H. H., Jr., and others: 
Pantothenic Acid: II. Its Concentration and Purification from Liver, J. Am. 
Chem. Soc. 60:2719 (Nov.) 1938. 

7. Woolley, D. W.; Weisman, H. A., and Elvehjem, C. A.: Nature and 
Partial Synthesis of the Chick Antidermatitis Factor, J. Am. Chem. Soc. 61: 
977 (April) 1939. 

8. Woolley, D. W.: Observations on the Multiple Nature of “Rat Filtrate 
Factor,” Proc. Soc. Exper. Biol. & Med. 43:352 (Feb.) 1940. 

9. Morgan, A. F., and Simms, H. D.: Greying of Fur and Other Disturbances 
in Several Species Due to a Vitamin Deficiency, J. Nutrition 19:233 (March) 
1940. Lunde, G., and Kringstad, H.: The Anti Grey Hair Vitamin, a New 
Factor in the Vitamin B Complex, ibid. 19:321 (April) 1940. 
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sory factor which cures cutaneous lesions of the rat which remain 
uninfluenced by pyridoxine.'° 

A discussion of the vitamin B complex would not be complete with- 
out mention of the role that the unsaturated fatty acids play in acrodynia 
of the rat. The so-called fat deficiency of the rat has been well estab- 
lished by the work of Burr and Burr *' and others since 1929. Richard- 
son and Hogan showed the curative effect of wheat germ oil on rat 
acrodynia, but it was Birch '* and Quackenbush, Platz and Steenbock ™* 
who identified the cutaneous manifestations of fat deficiency with acro- 
dynia of the rat. From their work, as well as from my experiments, 
it is evident that a factor in the unsaturated fatty acids (linoleic acid) 
is essential in addition to pyridoxine for the prevention of acrodynia 
and maintenance of life. 

Riboflavin (vitamin G, or B,) is apparently indispensable for man 
and animals alike. It is an important growth factor, and its lack is 
supposed to be responsible for denuding dermatitis of the rat. Ribo- 
flavin deficiency in man produces a symptom complex which will be 
discussed later. 

The fact that a substance is an essential food factor (vitamin) clearly 
indicates that the organism is unable to synthesize it. This has been 


10. Gyérgy, P.; Poling, C. E., and Subbarow, Y.: Experiments on the Antider- 
matitis Component of the Filtrate Factor in Rats, Proc. Soc. Exper. Biol. & Med. 
42:738 (Dec.) 1939. The feeding of sufficient amounts of synthetic pantothenic 
acid to rats deficient in the filtrate fraction has produced results which make the 
statements in the text obsolete. Pantothenic acid cures the cutaneous lesions of 
the rat not affected by pyridoxine, effects repigmentation of gray hair and causes 
a gain in weight of more than 3 Gm. per day (Unna, K.: Pantothenic Acid 
Requirement of Rat, J. Nutrition 20:565 [Dec.] 1940). Biotin is considered an 
additional factor that is connected with the maintenance of the normal pigment 
metabolism of the fur in rats and mice under special dietary conditions (Gyérgy, P., 
and Poling, C. E.: Further Experiments on Nutritional Achromotrichia in Rats and 
Mice, Proc. Soc. Exper. Biol. & Med. 45:773 [Dec.] 1940). The development of a 
diffuse alopecia in mice and its cure by inositol is another startling- development in 
the research concerned with the natural vitamin B complex represented by yeast 
and liver (Woolley, D. W.: A New Dietary Essential for Mouse, J. Biol. Chem. 
136:113 [Oct.] 1940; Nature of Anti-Alopecia Factor, Science 92:384 [Oct. 25] 
1940. Norris, E. R., and Hauschildt, J.: A New Factor of Vitamin B Complex 
Required by the Albino Mouse, ibid. 92:316 [Oct. 4] 1940). 

11. Burr, G. O., and Burr, M. M.: A New Deficiency Disease Produced by the 
Rigid Exclusion of Fat from the Diet, J. Biol. Chem. 82:345 (May) 1929. 

12. Birch, T. W.: The Relation Between Vitamin Bs and the Unsaturated 
Fatty Acid Factor, J. Biol. Chem. 124:775 (Aug.) 1938. 

13. Quackenbush, F. W.; Platz, B. R., and Steenbock, H.: Rat Acrodynia and 
the Essential Fatty Acids, J. Nutrition 17:115 (Feb.) 1939. 
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demonstrated in bacteria and fungi, which differ widely in their require- 
ments for the various growth factors. 

The role of some vitamins, especially those of the vitamin B complex, 
has been further clarified by the discovery that they are components of 
certain enzymes. Von Euler and Zondek** have proposed the name 
vitazymes “For vitamins, i. e. essential food factors, which exert their 
function in the organism by combining with a colloidal carrier (protein) 
to form an enzyme.” Thus, riboflavin is a constituent of the yellow 
enzyme of Warburg, thiamine of carboxylase and nicotinic acid of 
certain dehydrogenases. As an example, nicotinic acid (pyridine-3- 
carboxylic acid) enters into the complex of either diphosphopyridine 
nucleotide (cozymase of von Euler, coferment I), which combines with 
the protein carrier to form a dehydrogenase (alcohol, lactic acid), or 
with triphosphopyridine nucleotide (coferment of Warburg, coferment 
Il), which combines with protein to become the dehydrogenase for 
hexosemonophosphate (Robison Ester ). 

The identification of the growth factor “V” for influenza and para- 
influenza bacilli with these codehydrogenases by Lwoff and Lwoff '* has 
been used by Kohn ** and Vilter, Vilter and Spies’ to determine a 
decrease in the coenzymes in blood and tissue resulting from deficiency 
in nicotinic acid. The fundamental role these enzymes play in biologic 
oxidation is well established and explains partly or fully their indis- 
pensability in nutrition. It should not surprise dermatologists that a 
vitamin deficiency interfering with enzymatic oxidation produces its 
first objective signs on the skin and mucous membrane, since Unna ** 
based many of his theories on the concept of disturbance in cellular 


oxidation. 


14. von Euler, H., and Zondek, B.: Stabilitat des Prolans; ein Hinweis auf 
seine enzymatische Natur, Skandinav. Arch. f. Physiol. 68:232, 1934; cited by 
Oppenheimer, C.; Stern, K. G., and Roman, W.: Biological Oxidation, The 
Hague, W. Junk, 1939, p. 183. 

15. Lwoff, A., and Lwoff, M.: Studies of Codehydrogenases: J. Nature of 
Growth Factor “V,” Proc. Roy. Soc., London, s.B 122:352 (May) 1937; II. 
Function of Growth Factor “V,” ibid. 122:360 (May) 1937. 

16. Kohn, H. I.: The Concentration of Coenzyme-Like Substance in Blood 
Following the Administration of Nicotinic Acid to Normal Individuals and Pel- 
lagrins, Biochem. J. 32:2075 (Dec.) 1938. 

17. Vilter, R. W.; Vilter, S. P., and Spies, T. D.: Relationship Between 
Nicotinic Acid and a Codehydrogenase (Cozymase) in Blood of Pellagrins and 
Normal Persons, J. A. M. A. 112:420 (Feb. 4) 1939. 

18. Unna, P. G.: Sauerstofforte und Reductionsorte, in Abderhalden, E.: 
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The following diseases have been related to deficiency in one or more 
factors of the vitamin B complex: 

1. Pellagra. This disease has been established as one due primarily 
to nicotinic acid deficiency.'® Frequently though, it is associated with a 
deficiency in thiamine and riboflavin, which give rise to concomitant 
symptoms of beriberi and ariboflavinosis respectively. 


2. Ariboflavinosis. A typical dermatosis has been. produced in human 
beings by Sebrell and Butler *° through the withdrawal of riboflavin 
from the diet. The following lesions were observed: 


Maceration in each angle of the mouth, the lips were reddened along the line 
of closure, and the mucosa appeared thin, shiny and denuded (cheilosis). 
The fissures in the angles of the mouth resemble the lesions described as _per- 
léche. . . . No Monilia were seen. . . . There was also a scaly, greasy 
desquamation in the nasolabial folds, on the alae nasi, in the vestibule of the 
nose, and, in a few instances, on the ears and eyelids. 


Patients with spontaneous conditions presenting a similar picture 
responded to the administration of riboflavin but not to that of nicotinic 
acid. 

3. Tropical avitaminosis. This condition was originally described 
by Strachan in 1888 and in 1897 *! and is known under different names 
in various localities. In the Seychelle Islands it has been known as 
décoquée (Bradley) and in western Africa as perléche (Mac Leod). 
It has been observed in China, India, Ceylon, Nigeria and Jamaica, 
and a sporadic case has been described by Goodwin ** in London. 
Leitch ** called the condition the A and B avitaminosis disease of Sierra 
Leone and defined it as a disease distinct from pellagra and beriberi. 
Wright,** in his paper on polyavitaminosis and asulfurosis, gave the 
following dermatologic picture: glazing of the tongue with soreness; 


19. Fouts, P. J.; Helmer, O. M.; Lepkovsky, S., and Jukes, T. H.: Treatment 
of Human Pellagra with Nicotinic Acid, Proc. Soc. Exper. Biol. & Med. 37: 
405 (Nov.) 1937. Smith, D. T.; Ruffin, J. M., and Smith, S. G.: Pellagra Success- 
fully Treated with Nicotinic Acid: Case Report, J. A. M. A. 109:2054 (Dec. 18) 
1937. Spies, T. D.; Vilter, R. W., and Ashe, W. F.: Pellagra, Beriberi and 
Riboflavin Deficiency in Human Beings: Diagnosis and Treatment, ibid. 113:931 
(Sept. 2) 1939. 

20. Sebrell, W. H., Jr., and Butler, R. E.: Riboflavin Deficiency in Man 
(Ariboflavinosis), Pub. Health Rep. 54:2121 (Dec. 1) 1939. 

21. Strachan, H.: On a Form of Multiple Neuritis Prevalent in the West 
Indies, Practitioner 59:477 (Nov.) 1897. 

22. Goodwin, G. P.: A Cutaneous Manifestation of Vitamin A Deficiency, 
Brit. M. J. 2:113 (July 21) 1934. 

23. Leitch, J. N.: Dietetics in Warm Climates, London, Harrison & Sons, 1930, 
p. 367. 

24. Wright, E. J.: Polyavitaminosis and Asulphurosis, Brit. M. J. 2:707 
(Oct. 10) 1936. 
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sore angles of the mouth; an eczematous condition of the anus, scrotum 
and vulva; rough skin and keratosis of the extensor surface of the 
forearms and thighs; a glazed and varnished condition of the skin of 
the canthi, and irritable and inflamed conjunctivae. 

4. The Plummer-Vinson syndrome. The conception of this disease 
has changed considerably since its original description. A most com- 
prehensive description was given by Ahlbom,”° of Radiumhemmet in 
Stockholm, Sweden. He described patients suffering from the Plummer- 
Vinson syndrome as pale, thin and almost always edentulous. Patients 
with this condition usually state that the teeth were lost early in life and 
that fissures and eczema appear periodically in the corners of the mouth. 
Their lips are thin, and the opening of the mouth is small and inelastic. 
The atrophy of the mucous membrane usually found in the mouth and 
pharynx is most clearly seen on the tongue, which in typical cases is 
completely smooth. An important sign is koilonychia, although it is 
absent in many cases. Even if the nails are not spoon shaped, the patient 
may state that the nails have been soft and often that they have broken 
off. The examination of the blood shows hypochromic anemia of vary- 
ing degree. Differentiation between achlorhydric anemia and _ the 
Plummer-Vinson syndrome, according to Ahlbom, depends on (1) the 
presence of dysphagia only in the latter disease and (2) constant achlor- 
hydria in the former condition, for in some instances of the latter the 
capacity to secrete hydrochloric acid may be retained. The opinion 
generally accepted is that dysphagia undoubtedly depends on an. organic 
change in the pharyngeal and esophageal mucous membrane of the same 
atrophic character as that observed in the mouth, and Ahlbom particu- 
larly pointed out the frequency of postcricoid carcinoma in the Plummer- 
Vinson syndrome. Ahlbom’s and also Suzman’s and McGibbon’s 
descriptions of the pathologic changes of the mucous membrane of the 
mouth, pharynx and esophagus, with their precancerous potentialities, 
make it appear that a combination of Plummer-Vinson syndrome with 
kraurosis vulvae, as referred to by Rhoads,** is more than coincidental. 
The reference made by Swift *® to the association of spoon-shaped and 


25. Ahlbom, H. E.: Simple Achlorhydric Anaemia, Plummer-Vinson Syndrome, 
and Carcinoma of the Mouth, Pharynx and Oesophagus in Women, Brit. M. J. 
2:331 (Aug. 15) 1936. 

26. Suzman, M. M.: Syndrome of Anemia, Glossitis and Dysphagia, Arch. 
Int. Med. 54:1 (Jan.) 1933. 

27. McGibbon, J.: The Oesophageal Lesions Encountered in Cases of Dysphagia 
with Anaemia, J. Laryng. & Otol. 50:329 (May) 1935. 

28. Rhoads, C. P.: Vitamin Bz Therapy, in Conferences on Therapy, J. A. 
M. A. 113:297 (July 22) 1939; personal communication to the author. 

29. Swift, B. H.: Achlorhydria as an Aetiological Factor in Pruritis Vulvae, 
Associated with Kraurosis or Leucoplakia, J. Obst. & Gynaec. Brit. Emp. 48: 
1053 (Dec.) 1936. 
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brittle nails with kraurosis vulvae assumes special importance. It is 
probable that the syndrome is due to a deficiency not only of iron but 
of some parts of the vitamin B complex. 

These well established diseases are illustrations of the effect of 
vitamin B deficiency on the skin. The most significant features are 
seborrheic dermatitis of the nasolabial region and ears and perléche in 
ariboflavinosis, the eczematous lesions of the anus, scrotum and vulva, 
blepharitis and perléche in tropical avitaminosis and the cutaneous mani- 
festations of pellagra. Too much stress has been laid on photosensitiza- 
tion producing the well known lesions of pellagra on the hands, feet 


TaB_eE 2.—Results of Gastric Analysis in Group of Cases of Cutaneous Diseases 
Showing the Incidence of Hypoacidity and Anacidity in Seborrheic 
Dermatitis, Moniliasis and Kraurosis Vulvae 


Gastrie Analysis 


Patient Diagnosis “Pree HCL Total Acid 


Allergie eczema 
Allergie eczema . 
Allergie eezema 
Prurigo? Allergy 
Follieulitis; se 


BESSRS 


Contact eczema and seborrheic dermatitis. 

One month later contact eczema 

Seborrheie dermatitis 

Seborrheic dermatitis (mild) and lingua geographica 
Seborrheic dermatitis 

Seborrheic dermatitis 

Seborrheic dermatitis 

Seborrheic dermatitis 

Seborrheic dermatitis, follicular type 

Seborrheic dermatitis 

Seborrheic dermatitis 

Moniliasis and diabetes 

Moniliasis and diabetes, recurrence 

Moniliasis 

Moniliasis and diabetes, cholecystitis 

Kraurosis vulvae 

Kraurosis vulvae, moniliasis and diabetes 
Kraurosis vulyae 


E. E. 
F. L. 
P. G. 
F.R. 
M. W. 
D. S. 
J. B. 
Cc. L. 
E. F. 
I, E. 
M. K. 
B. W. 
F. M. 
R. W. 
M.S. 


and neck, but not enough attention has been paid to the lesions of 
pellagra located on the elbows, knees, groin, gluteal folds, scrotum and 
vulva. Friction and stretching are apparently the eliciting factors, and 
the term isomorphous reaction created by Kreibich can well be applied. 

It is my impression that the condition in the cases described in this 
paper in many ways follows the pattern presented by the cutaneous 
manifestations of these well defined deficiency diseases. This fact was 
realized only after a group of cases had been studied. Originally the 
observation of gastric hypoacidity in cases of seborrheic eczema led me 
to investigate the possibility that the gastrointestinal dysfunction of these 
patients had produced a deficiency in the vitamin B complex. Table 2 
should serve to indicate the difference which exists between the gastric 
secretion of allergic eczema and that of seborrheic dermatitis and other 
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cutaneous manifestations which were influenced by vitamin B therapy. 
The normal or high figures of gastric acidity in allergic eczema conform 
well with the observations of Loveless,*° who from a careful study 
arrived at the following conclusions : 


Studies of the gastric contents of 138 children and adults failed to reveal any 
correlation between allergy and a lowered gastric acidity; on the contrary, the 
mean free acid was higher in the allergic group than in normal. 


In a recent discussion of the seborrheic diathesis, Ingram ** gave 
prominence to the constitutional background, gastrointestinal dysfunc- 
tion and malnutrition in the determination of causes of seborrheic eczema. 
The general views expressed in his paper are well illustrated by my 
observations. 

Seborrheic dermatitis has also been studied in relation to deficiency 
in. biotin (vitamin H). The foundation for this work was given by the 
so-called egg white injury of the rat, originally described by Boas and 
further analyzed by Parsons,** Parsons and Lease,** Parsons and 
Kelly ** and Gyorgy.*® It is beyond the scope of this paper to discuss 
the biologic and clinical implications of their work. The great hopes 
expressed by Gyorgy for the treatment of seborrheic eczema and allied 
conditions were not fulfilled by the therapeutic applications in the hands 
of able dermatologists, as Schubert, Moncorps ** and Milbradt.*’ Iden- 
tification of the factor preventing egg white injury in the rat with 
biotin, recently accomplished by Gydrgy, Melville, Burk and du Vig- 
neaud,** will be a great stimulus for the réinvestigation of the entire 
problem. 


30. Loveless, M.: Gastric Acidity and Acid Therapy in Allergy, J. Allergy 
7:203 (March) 1936. 

31. Ingram, J. T.: The Seborrhoeic Diathesis, Brit. M. J. 2:5 (July 1) 1939. 

32. Parsons, H. T.: The Physiological Effects of Diets Rich in Egg White. 
J. Biol. Chem. 90:351 (Jan.) 1931. 

33. Parsons, H. T., and Lease, J. G.: Variations in the Potency of Certain 
Food Stuffs in the Cure of Dermatitis Induced in Rats by Dietary Egg White, J. 
Nutrition 8:57 (July) 1934. 

34. Parsons, H. T., and Kelly, E.: The Effect of Heating Egg White on 
Certain Characteristic Pellagra-Like Manifestations Produced in Rats by Its 
Dietary Use, Am. J. Physiol. 104:150 (April) 1933. 

35. Gyorgy, P.: Stoffwechsel und Immunbiologie der Haut, in von Pfaundler, 
A., and Schlossmann, M.: Handbuch der Kinderheilkunde, ed. 4, Leipzig, F. C. W. 
Vogel, 1935, vol. 10, p. 45. 

36. Moncorps: Zur Frage des Vitamin H, Dermat. Wehnschr. 103:1230 
(Sept. 5) 1936. 

37. Milbradt, W.: Experimentelle Untersuchungen zur Frage der Bedeutung 
des H-Vitamins fiir die menschliche Pathologie, Dermat. Wchnschr. 103: 1376 
(Oct. 10) 1936. 

38. Gyérgy, P.; Melville, D. B.; Burk, D., and du Vigneaud, V.: The Pos- 
sible Identity of Vitamin H with Biotin and Coenzyme R, Science 91:243 (March 
8) 1940. 
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REPORT OF CASES 


CAsE 1.—E. T., a white woman aged 29, of Italian parentage,®® was first seen on 
July 19, 1937, on account of a generalized eruption, which had appeared the week 
before after exposure to the sun. Although her back had been covered by clothing, 
the eruption spread to the protected as well as to the exposed parts. She had 
been working in a laundry for the previous four months, supporting her husband 
and a child. Her diet consisted mostly of spaghetti and starchy foods, with meat 


Fig. 1 (case 1)—Unusual generalized eruption which responded promptly to 
injections of liver extract. 


twice a week. Lately she had been feeling weak, complained of dizzy spells and 
felt nauseated in the morning. Her menstruation was regular. She had been 
constipated for the past four years, although she frequently took magnesia magma. 
The eruption was accompanied by severe headaches, and she had lost 6 pounds 
(2.7 Kg.). 


39. Gross, P.: Unusual Eruption Suggestive of Vitamin B: Deficiency, Cured 
by Injections of Liver Extract, Arch. Dermat. & Syph. 38:450 (Sept.) 1938. 
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The eruption consisted of seborrheic scaling of the scalp and a diffuse ery- 
thematous scaly eruption on both ears, the eyebrows and the nasolabial folds. The 
lesions were yellowish pink. On the sides of the neck and on the upper part of 
the back were follicular papules, many of which were discrete and others of which 
formed by confluence faintly erythematous patches. There was a symmetric 
eruption of brownish red patches, with diffuse scaling and follicular, keratotic 
papules in varying number, within the erythematous areas. Such lesions were 
noted in the axillary folds, at the waist line, in the groin, on the elbows, thighs 
and knees and in the gluteal folds. The palms and soles were covered by a wax- 
like hyperkeratosis, the base of which was erythematous. The dorsa and sides of 
the fingers of both hands were covered with reddish and scaly patches resembling 
psoriasis. The nails were normal. The diagnosis of vitamin deficiency was made, 
and the patient was admitted to the hospital. 

The temperature was 99.8 F., the pulse rate 80, the respiratory rate 20 and the 
blood pressure 100 systolic and 74 diastolic. On July 19 the blood count showed: 
76 per cent hemoglobin and 4,040,000 red blood cells and 7,360 white blood cells 
per cubic millimeter. Gastric analysis twenty minutes after the administration 
of histamine showed free hydrochloric acid 28 and total acidity 34. After forty 
minutes analysis showed free hydrochloric acid 0 and total acids 1. Examination 
of the stool did not show any monilias. Culture of material from the throat 
showed no hemolytic organism, but Streptococcus viridans was predominant. The 
patient’s weight was 124 pounds (56 Kg.). The urine had a specific gravity of 
1.023, and tests for albumin and dextrose gave negative results. 

Treatment consisted of intramuscular injections of liver extract in doses of 
5 cc. on alternate days and the administration of cod liver oil. Boric acid oint- 
ment was applied locally. The eruption showed prompt response to therapy; so 
the patient was discharged from the hospital on August 6. By August 13 the 


eruption was practically healed, but weekly doses of liver extract were continued 
until October 15. On December 4 the patient was examined and found free from 
any eruption. 


Case 2.—C. L., a white woman aged 66, ever since she could remember had 
had lesions on the elbows and knees. Her mother also had a persistent eruption 
on the back. During the two months before she was seen an eruption developed 
which rapidly became generalized. On the elbows, knees and lower part of the 
back were discrete nummular lesions with white scales. A more recent eruption 
involved the entire back, the chest, the upper portion of the arms and the scalp. 

The lesions were isolated, hyperkeratotic papules. They formed confluent 
areas of various sizes, with slight redness. The feel of these lesions gave the 
impression of a nutmeg grater. The hands were normal except for some dryness 
and mild diffuse redness on the dorsa. The face and mouth were free from lesions. 
On the scalp were scattered patches, bluish red, somewhat infiltrated and scaly, 
studded with follicular keratotic papules. There was incomplete loss of hair of the 
affected regions of the scalp. The patient had lost about 20 pounds (9 Kg.) in the 
previous year. She had cataracts in both eyes. 

Gastric analysis after a test meal showed free hydrochloric acid 10 and total 
acids, 19. The chemical examination of the blood showed the sugar content to 
be 88 mg. per hundred cubic centimeters. Urinalysis gave negative results. The 
examination of the blood showed 84 per cent hemoglobin and 4,480,000 red cells 
and 5,200 white cells per cubic millimeter. Histologic examination of material 
from a papular lesion on the right shoulder showed hyperkeratosis, which was 
especially evident in the hair follicles. There was some perivascular infiltration 
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of the small vessels with round cells and occasional polymorphonuclear leukocytes. 
There was only slight parakeratosis and no appreciable acanthosis. A complex 
feature was the extensive cellular infiltration around the hair follicles with large 
mononuclear cells, lymphocytes and polymorphonuclear leukocytes. The lesion 
did not appear characteristic of psoriasis. 

The patient was presented before the Bronx Dermatological Society on April 
23, 1936.4° Diagnoses offered were pityriasis rubra pilaris and seborrheic dermatitis 
with lichen spinulosus. Therapeutic tests with five fractional doses of roentgen 
rays to the sacral region proved that the condition did not respond to roentgen 
therapy. Topical applications consisted of calamine lotion. The patient was given 
ten injections of liver extract, 3 cc. each, and halibut liver oil by mouth, and 
within two months the eruption had cleared up. The patient was seen as late as 
December 1939 and was free from eruption. 


Another case of an extensive eruption resembling pityriasis rubra 
pilaris was presented by Dr. J. M. Schildkraut before the Philadelphia 
Dermatological Society on Dec. 16, 1938, the report reading as follows : * 


I. R., a white woman aged 52, exhibits a generalized eruption. The head, 
eyebrows and ears are covered by a thick dry scaly eruption. Her face is 
erythematous; her body shows a generalized follicular horny eruption made up 
of small rosy pink papules with spiny follicular projections, giving a nutmeg 
grater feel when the hand is run over the surface. From the hips down there 
is a diffuse livid red eruption with large adherent and exfoliating flakes around the 
ankles and the dorsa of the feet. There are a similar eruption on the upper 
limbs and keratoderma of the palms and soles. The scalp and face have a 
seborrheic appearance. The limbs look psoriatic with exfoliation. The patient 
states the condition began on May 30, 1938, with “water blisters” on the top of 
the hands and neck and then spread over the body, which she treated with home 
remedies for “poison ivy.” She had been given ultraviolet radiation over the 
entire body and 2 per cent salicylic acid in olive oil, hydrous wool iat and 
petrolatum. Internally she has received arsenic trioxide and large doses of 
vitamins A and D. 


In a discussion. of this case I stated: 


Clinically the eruption resembles pityriasis rubra pilaris, although some of 
the important criteria are lacking. In a small group of eruptions resembling 
pityriasis rubra pilaris Dr. Andrews and I have had definite therapeutic results 
from administration of the vitamin B complex. This is best accomplished by 
intramuscular injections of large doses of liver extract (not the concentrated 
preparation used or pernicious anemia). 


In a personal communication dated July 6, 1940 I received the 
following information from Dr. Schildkraut : 


After the presentation the patient was given vitamin B complex both orally 
and in the form of intramuscular injections of an unconcentrated liver extract. 
Improvement set in shortly after this treatment was instituted. The improvement 


40. Gross, P.: Pityriasis Rubra Pilaris (?) with Psoriasis, Arch. Dermat. & 
Syph. 35:542 (March) 1937. 

41. Schildkraut, J. M.: Pityriasis Rubra Pilaris, Arch. Dermat. & Syph. 39: 
935 (May) 1939. 
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became so decided that the frequency of the intramuscular injections was reduced 
from three times a week to once a week, and on Oct. 17, 1939 the patient was 


discharged as cured and has had no recurrence since. 


Dr. Schildkraut referred to this patient as a pitiful one, whose 
recovery was despaired of by most of the dermatologists who saw her. 


Case 3.—J. V. J., a Negro girl aged 23 months, was first seen Jan. 18, 1939, 
on account of an eruption of four months’ duration. The condition had started on 
the soles and had spread during the previous four weeks to the extremities and 
trunk. The soles were covered with thick scales which were heaped up in large 
lamellas. There were also superficial fissures on the affected parts. On the trunk 
were many plaques, varying in size up to that of a 50 cent piece, erythematous, 


Fig. 2 (case 3).—Follicular eruption of trunk with keratosis of the soles and 
with lesions on the leg resembling dermatophytosis. Repeated cultures for fungi 
gave negative results. Eruption as well as recurrence responded to liver extract. 


somewhat depigmented and studded with numerous follicular papules, resembling 
lichen spinulous. The toe nails were cloudy and the surface somewhat scaly. 

The Wassermann and Kline tests of the blood gave negative results. Scrapings 
and cultures of material from the toe nails showed no fungi. Elimination of egg 
from the diet had no effect on the condition. 

Treatment with oral administration of liver and iron was begun on February 1, 
and by March 1 the scaly eruption of the soles had almost completely disappeared. 
The erythematous scaly plaques on the body also had subsided, but numerous 
discrete follicular keratotic papules remained on the trunk. From March 15 to 
April 26 therapy was discontinued, and by April 26 there was a relapse of the 
entire eruption. Liver therapy was resumed in the form of intramuscular injections 
of liver extract (1 cc. twice a week), and by May 10 there was more improve- 
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ment than at any time before, and therapy was discontinued on May 26. On 
September 20 the child was free of eruption except for a dime-sized patch on the 
left heel. 

On December 27 the child returned to the clinic with a recurrence of the 
eruption of three weeks’ duration. This consisted of an erythematous scaly eruption 
on the soles and sharply outlined patches varying in size up to that of a 50 cent 
piece on the hips, thighs and legs. The nails of the right first and fifth fingers 
were scaly, furrowed and pitted. The toe nails showed the same changes as 
before. Scraping and cultures of material from toes and legs showed no fungi. 
Examination of the blood showed 3,500,000 red blood cells and 6,900 white blood 
cells per cubic millimeter and 72 per cent hemoglobin. The amount of copro- 
porphyrine in the urine was normal (0.024 mg. in twenty-four hours). Code- 
hydrogenases of the blood determined by factor V for parainfluenza bacilli were 
normal. From Jan. 3, 1940 to January 24 injections of liver extract were given, 
but only moderate improvement was noticed. Daily doses of 2 mg. of riboflavin 
per day had no effect on the eruption. Halibut liver oil in doses of 5 drops per 
day was given for a month and was ineffective. On March 20 scraping and 
cultures were again made of material from lesions in various locations and 
yielded negative results. On March 20 a vitamin A concentrate was given (10,000 
units per day). Compound ointment of benzoic acid N. F. had no effect on the 
cutaneous eruption. Beginning on May 1 vitamin A therapy was combined with 
administration of an aqueous liver extract of high potency, and by June 5 the 
eruption had completely disappeared. 


Case 4.—G. E., a white girl aged 5% years, was seen on Nov. 7, 1938 because 
of an eruption of one month’s duration. On account of the history of infantile 
eczema, she was studied first from the allergic point of view. Local treatment 
and diets were unsuccessful. 

When seen on March 12, 1939 she presented the following picture: On the 
cheeks, nose, chin and upper lip was an erythematous scaly eruption studded with 
numerous minute follicular papules. On the elbows and knees were patches 
consisting of discrete pinhead-sized papules with follicular keratosis. In addition, 
the tongue was very red but showed typical patches of lingua geographica. The 
examination of the blood showed 4,000,000 red blood cells and 8,000 white blood 
cells per cubic millimeter and 82 per cent hemoglobin. The lesions on the elbows 
and knees resembled localized pityriasis rubra pilaris, while the eruption on the 
face was considered to be a follicular type of seborrheic eczema. The patient was 
treated with powdered liver extract, 2 capsules a day, but there was no response. 

From May 3 to June 28 the patient received sixteen injections of liver extract. 
This treatment resulted in a prompt gain in weight of 5 pounds (2.5 Kg.) and a 
slow improvement of the eruption. On July 12 the eruption on the face had 
completely disappeared, but there was still slight follicular keratosis on the elbows. 
In February 1940 the skin in all previously affected areas was normal. There had 
been no recurrence throughout the winter. 


Case 5.—T. A., a white man aged 41, was admitted to the Hospital for Joint 
Diseases on May 14 on account of a severely itching eruption of four weeks’ 
duration. He said that he had been hospitalized in 1936 for four weeks on account 
of a similar eruption. He was unemployed, lived in a rooming house and stated 
that he had been drinking at least six glasses of whisky a day. 

The examination revealed generalized erythroderma with branlike scaling and 
in some areas superimposed follicular papules resembling pityriasis rubra pilaris. 
The lower extremities were edematous, and the skin was scaly, lichenified and 
excoriated. The palms presented a picture of moderate keratosis. The inguinal 
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and axillary lymph glands were enlarged. The Wassermann and Kahn reactions 
of the blood were negative. A Frei test gave a negative reaction, and urinalysis 
revealed no abnormalities. The gastric analysis on two occasions showed either no 
free hydrochloric acid or a maximum of 9 two hours after the injection of histamine. 
Analysis at the same time showed total acidity 22 and 24, respectively. Examina- 
tion of the blood showed 4,000,000 red blood cells and 9,000 white blood cells 
per cubic millimeter and 75 to 80 per cent hemoglobin. The patient was treated 


Fig. 3 (case 6).—A, localized lesion in submammary fold recurrent for several 
years. B and (C), appearance of eruption before it became generalized. D, after 


liver therapy. 


from June 1 to June 15 with injections of liver extract on alternate days, and 
his condition improved so rapidly that he was discharged on June 15. 

The follow-up study of this case was unsatisfactory, but his history is presented 
to demonstrate that alcoholism also may produce nonpellagrous eruptions which 
respond to high vitamin diet and vitamin B complex therapy. 


Case 6.—J. B., a housewife aged 34, born in Norway, was treated in the 
clinic occasionally, commencing in January 1930, for seborrheic eczema of the 
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scalp, axillas, submammary folds, umbilicus and groin. This eruption had started 
during pregnancy. On Jan. 27, 1936 she returned to the dermatologic department 
with another recurrence, particularly on the scalp, in the groin and under the 
breasts. By March 13, in spite of various local applications, the condition had 
spread and covered the upper part of the body. On March 30 the eruption was so 
severe that hospitalization became necessary. The patient presented a diffuse 
erythematous scaly dermatitis of the scalp, neck, trunk and extremities. The 
border was sharply outlined and studded with small vesicles and vesicopustules. 
The legs were edematous, red and scaly and showed small vesicles. The dermatitis 
was most intense in the submammary folds, on the ears and on the neck. The 
patient had lost her appetite and felt ill. 

Scrapings and cultures showed no fungi. Examination of the blood showed 
53 per cent hemoglobin and 4,900,000 red blood cells and 11,900 white blood cells 
per cubic millimeter, with 73 per cent polymorphonuclear leukocytes, 20 per cent 
small lymphocytes, 6 per cent large lymphocytes, 1 per cent monocytes and 0.8 per 
cent reticulocytes. The gastric analysis after a test meal on March 17 showed 
free hydrochloric acid 3 and total acids 6. 

The patient was given injections of liver extract in doses of 3 cc., and by 
April 10 the eruption had cleared up so much that she could be discharged from the 
hospital. The swelling of the legs had subsided. The eruption on the trunk 
had disappeared, leaving a small papular rash, resembling miliaria rubra. Local 
therapy had consisted of applications of boric acid ointment and diluted solution 
of aluminum acetate N. F. Liver therapy was continued until April 27. There 
were a residual seborrheic scaly eruption of the scalp and moderate manifestations 
on the lower third of the legs, which responded to four fractional doses of roentgen 
therapy. 

A blood count on April 7 showed 70 per cent hemoglobin and 4,596,000 red 
blood cells and 8,200 white blood cells per cubic millimeter. On September 16 
the patient was free from any eruption. 


Case 7.—J. B., a white boy aged 7 years,*2 had an eruption which developed 
in September 1937 as an erythematous, scaly condition around the left ear and in 
a few weeks spread to thé cheeks and neck. By February 1938, after temporary 
improvement, the condition had become much worse and continued to spread to 
the rest of the body. There was no response to local therapy, and on April 14 the 
patient was admitted to the Babies Hospital. The dermatologic observations on 
April 22 were as follows: 

There was a diffuse erythematous scaly eruption on the chest, abdomen, back 
and upper extremities. On the scalp and face and around the ears was a diffuse 
oozing and crusting dermatitis, with considerable loss of hair. Near the border of 
the eruption on the body were discrete macular and scaly patches. The condition 
extended into the genitocrural region, but the axillas were not affected. On the 
arms and forearms was a superimposed pustular eruption. A clinical diagnosis of 
seborrheic dermatitis was made. 

Cultures for fungi gave negative results. Cultures for bacteria yielded Staphylo- 
coccus aureus. The examination of the blood showed 84 per cent hemoglobin and 
4,600,000 red blood cells and 12,250 white blood cells per cubic millimeter, with 
60 per cent polymorphonuclear leukocytes. There was slight anisocytosis. The 
result of a Kline test of the blood was negative. A tuberculin test gave negative 


42. Gross, P.: Seborrheic Eczema of Childhood, Cured by Liver Therapy, 
Arch. Dermat. & Syph. 40:468 (Sept.) 1939. 
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results, and urinalysis showed no abnormalities. Chemical examination of the blood 
showed albumin 3.08 mg., globulin 2.56 mg., cholesterol 202 mg. and sugar 82 mg. 
per hundred cubic centimeters of serum. A liver function test with bromsulphalein 


gave normal results. 


Fig. 4 (case 7).—A and (B), severe and generalized seborrheic eczema. C, 
appearance three months later as a result of liver therapy. D, perléche-like lesion 
of the recurrence in the following year, which did not respond to local treatment 
but which was cured by liver therapy. 


From April 18 to 23 the child had been given a ketogenic diet. On April 23 
the regular diet was instituted, and eggs were eliminated. Liver therapy was 
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started with 3 capsules of a liver and iron preparation per day, and beginning 
on May 1 liver extract (1 cc.) was given intramuscularly every day. There was 
rapid improvement until May 6, when again a ketogenic diet was prescribed. The 
skin became worse, and the patient felt nauseated. On May 11 a regular diet was 
given, and liver therapy was continued until May 21. There was only slow 
improvement. From May 21 to June 4 eggs were eliminated from the diet and 
the fat intake was reduced. The condition remained stationary until injections of 
liver extract were resumed, and rapid improvement was noted within five days. On 
June 27 there were only a few psoriasiform patches left. Scratch and intradermal 
tests performed on July 5 and October 10 gave no definite indications of food 
allergy. 

When the patient was seen on September 14 the eruption had completely dis- 
appeared except for a dime-sized lesion on the right thigh. On Feb. 15, 1939 a 
red and scaly lesion at the right corner of the mouth and circumscribed psoriasi- 
form patches on the left side of the neck and the right popliteal region were 
observed. Egg was added to the diet but did not produce a flare-up of the eruption. 
Examination of material from the perléche-like lesion at the corner of the mouth 
showed no monilias in smears or cultures. . 

Application of tincture of gentian violet were ineffective. On March 8 liver and 
yeast with iron were given by mouth. Neither oral liver therapy nor elimination of 
eggs from the diet had any effect on the eruption on the face and in the right 
popliteal region. On May 3 intramuscular injections of liver extract were started 
again, and by June 28 the perléche-like eruption had disappeared and the lesion 
in the popliteal region had cleared up, leaving pigmentation. On October 4 there 
was no sign of eruption. 


Case 8.—F. P., aged 40, a private patient of Dr. Henry Kendall, was seen on 
March 23, 1939. She had an eruption which had begun in the groin two months 
previous to her visits and was followed by an eruption behind the ears. 

Examination by Dr. Kendall on February 18 revealed the following observa- 
tions: Gastric analysis after a test meal showed free hydrochloric acid 0 and total 
acidity 15. There were 3,724,124 red blood cells and a normal number of white 
blood cells per cubic millimeter and 70 pes cent hemoglobin. The weight was 128 
pounds (58 Kg.). On account of the anemia and constipation, she was treated 
with liver concentrate. 

When I saw her she presented a diffusely red and scaly dermatitis of the scalp 
and a sharply outlined red and macerated eruption in the retroauricular regions. 
In the pubic region, inguinal folds and perineum was a pale erythematous derma- 
titis, somewhat scaly in the pubic region and macerated in the groin and the 
gluteal fold. The vulva showed a mild redness and inflammation but no atrophy. 
The tongue was normal, but the gingiva of the lower teeth was dusty red and 
bled easily. The diagnosis was that of seborrheic dermatitis. 

After an unconcentrated liver extract was given in doses of 5 cc. twice a week, 
combined with a vitamin A concentrate, the eruption promptly improved. On May 
12 the examination of the blood showed 4,213,000 red blood cells per cubic milli- 
meter and 82 per cent hemoglobin. The patient had gained almost 6 pounds (2.7 
Kg.) in weight. 

A follow-up letter of March 18, 1940 stated that treatment was carried out 
until the middle of July 1939 and resulted in complete disappearance of the 
eruption but that there remained slight pruritus vulvae. In May 1940 the patient 
had a recurrence of the eruption, and treatment was instituted by her physician. 
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Case 9.—E. F., a white woman aged 53, was referred to me by Dr. Maurice 
Goldberg on Dec. 24, 1935. She had an eruption of one year’s duration, which had 
started on the scalp and ears. Six months later her groin had become affected. 
For about three days she had an eruption on the neck. She had always been in 
good health and had gone through the menopause three years previously. 

In the inguinal folds extending to the inner part of the thighs and the outer 
surface of the labia was a sharply defined eruption, erythematous, somewhat scaly 
and macerated in the folds. There were a few dime-sized patches in the cubital 
region. Behind the ears and extending to the temporal and parietal region of the 
scalp was a diffuse erythematous eruption with considerable scaling. The rest 
of the scalp showed only mild pityriasis. There were scaly lesions in both ear 
canals. On the side of the neck and cutout of the chest was a papular dermatitis 
suggesting a superimposed contact dermatitis. In addition, the patient had 
dermatophytosis of the toes, with the usual interdigital maceration and scaling. 
Microscopic examination for fungi of material from the eruption in the groin gave 
negative results. 

Medical examination by her physician revealed gastric achylia, which did not 
respond to betaimidazolethylamine (imido-Roche). The examination of the blood 
showed 5,190,000 red blood cells and 7,900 white blood cells per cubic millimeter, 
4 per cent reticulocytes and 89 per cent hemoglobin. The patient received ten 
injections of liver extract, and the eruption improved considerably. The second 
gastric analysis, on March 28, 1936, showed free hydrochloric acid 8 and total 
acidity 24, after a test with betaimidazolethylamine. After the patient returned 
to her home in Massachusetts she received only three more injections of liver 
extract. A follow-up letter of March 12, 1940 revealed that the eruption had 
recurred after treatment had been discontinued. 


Case 10.—I. E., a white woman aged 46, was first seen on Nov. 1, 1935, com- 
plaining of a widespread eruption of five years’ duration. She had been treated 
with insulin for diabetes mellitus. 

Examination showed decided obesity and an erythematous scaly eruption on 
the lower part of the back, buttocks, abdomen, thighs and breasts. Under the 
breasts the condition was macerated and oozing. The interdigital spaces showed 
redness, maceration and scaling. There were cnychia and paronychia involving 
all finger nails of both hands. The patient was admitted to the Presbyterian Hos- 
pital on Nov. 6, 1935. 

Cultures of material from the finger nails, the skin of toes and the region under 
the breasts showed Monilia albicans. A blood count showed 85 per cent hemoglobin 
and 4,100,000 red cells and 7,250 white cells per cubic millimeter. 

Gastric analysis made on two occasions after a test meal showed free hydro- 
chloric acid 0 and total acids 6. Twenty minutes after the administration of 
histamine analysis showed free hydrochloric acid 0 and total acidity 9. 

A diabetic regimen with insulin was instituted. There was some improvement in 
the condition, but on continuation of the treatment there was no further response. 
Therefore, a series of intramuscular injections of liver extract was given from 
November 22 to December 10. Six cubic centimeters was given at first daily and 
later every other day. On December 8 the patient was discharged from the hospital. 
The skin was normal except for a fissure in the gluteal folds. The condition of the 
nails was unimproved. In June 1936 the patient had a recurrence of the monilial 
infection between the toes and the perléche at the left angle of the mouth. In July 
1937 there was a recurrence of the intertriginous eruption in the groin and sub- 
mammary fold, as well as between the toes, despite the fact that the diabetes was 
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well controlled. Treatment was carried out with intramuscular injections of 
liver extract, 3 to 5 cc. each. The condition was greatly improved by September 
1936, and no therapy was necessary after February 1937. 

The patient was seen again on March 6, 1940, with a recurrence of the eruption 
under the breast, in the groin and pubic region and on the abdomen and severe 
itching of the vulva, which had apparently been aggravated by the menopause. She 
was certain that the previous treatment with liver extract had helped her a great 
deal. Gastric analysis on March 14 after a test meal showed free hydrochloric 
acid 0 and total acidity 16. Examination of the blood showed 4,000,000 red blood 
cells and 8,400 white blood cells per cubic millimeter and 80 per cent hemoglobin. 


Fig. 5 (case 11).—A, kraurosis vulvae associated with moniliasis in a patient 
with diabetes. B, appearance after liver therapy, with the moniliasis healed and the 
kraurosis improved. 


Treatment resumed on March 20, with 30,000 units of vitamin A combined with 
riboflavin, 10 mg. per day, was ineffective. On May 8 treatment was resumed 
with liver extract. 


Case 11.—R. W., a white woman aged 47, was first seen on May 19, 1937, 
complaining of itching of the vulva of about six months’ duration. For the past 
few weeks the eruption had extended to the anal region and under the breasts. 
She had severe pain on urination. Her sleep was interfered with, and she had lost 
her appetite. Her menstruation was regular, each period lasting three days. On 
examination, the labia majora were found to be enlarged by a doughy edema. The 
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labia minora were almost completely atrophic. On the inner surface of the labia 
majora was a mosaic-like pattern of milky white patches, and on the inner surface 
of the right labium were several thick leukokeratotic lesions. On the outer surface 
of the labia, in the pubic region, on the inner part of the thighs, on the perineum 
and in the anal region was an erythematous, somewhat lichenified and infiltrated 
eruption with a sharp margin. There was decided obesity, and in the intertriginous 
folds of the abdomen and under the breasts were sharply outlined erythematous 
scaly and macerated patches. There was chronic paronychia on the second finger 
of the left hand and on the second and third fingers of the right hand. 

Cultures of material from the skin under the breast and in the groin showed 
M. albicans. Vaginal smears were negative for trichomonas, gonococci and fungi. 
Urinalysis showed a 1 plus reaction for sugar. The blood sugar was 173 mg. 
per hundred cubic centimeters. Histologic examination of tissue from the right 
inner labium showed hyperkeratosis with areas of well developed parakeratosis. 
The granular layer of the stratified squamous epithelium was, for the most part, 
wide and conspicuous. Edema caused the intercellular bridges to stand out promi- 
nently, and considerable proliferation (acanthosis) was present. The rete pegs were 
elongated but thick and clubbed, and numerous mitotic figures were present. There 
was no invasion of the connective tissue, which was somewhat fibrous and a site 
of chronic inflammatory reaction with dilated vessels. The histologic diagnosis was 
leukoplakia vulvae. 

The dietary treatment of diabetes was successful but had no effect on the pruritus 
vulvae. Four roentgen ray treatments were given, and various topical applica- 
tions were used, without results. On October 13 liver therapy was instituted, and 
by Jan. 6, 1938 the patient was much more comfortable, the dermatitis was healed 
and there were only small erosions and a few patches of leukoplakia on the labia. 
Since the patient felt that the injections of liver extract were the only type of 
treatment that gave her any relief, this therapy was continued at intervals. 

On Feb. 20, 1940 the patient again complained of severe itching of the vulva. 
The outer labia, pubic region and groin were completely depigmented, but the skin 
was normal. There was no eruption on the body. There were atrophy and leuko- 
plakia on the inner surface of the labia majora. Therapy was carried out with 
vitamin A alone, 30,000 units, beginning on February 28, but only after weekly 
injections of liver extract were added was the patient relieved of itching. As she 
expressed it, she “felt like a different person.” On May 8 parenteral liver therapy 
was discontinued and oral administration of aqueous liver extract of high potency 
was prescribed. On May 22 the patient was free of symptoms and the vulva 
showed only moderate leukoplakia and a few healing erosions. 


Case 12.—F. M., a white woman aged 48, was first seen on June 10, 1936. 
She complained of itching of the vulva for the previous eight years. She had com- 
pleted the menopause at the age of 39, and pruritus vulvae had developed about a 
year later. Examination revealed a pale mucous membrane of the mouth with a 
smooth, atrophic-looking tongue. The skin of the entire vulva appeared atrophic, 
and there were patches of leukoplakia in this area. The skin above the clitoris 
was thickened, and there was an erosion at the posterior commissure. The labia 
minora had almost completely disappeared, and there was an extension of the 
atrophic process into the vagina. The skin in the pubic region and groin was 
pigmented and somewhat lichenified. The clinical diagnosis was kraurosis vulvae. 
A Wassermann test of the blood gave a negative result. Urinalysis revealed no 
sugar or albumin. The sugar tolerance test of the blood showed a normal curve. 
Gastric analysis after a test meal showed free hydrochloric acid 6 and total acids 
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10. Examination of the blood showed 48 per cent hemoglobin and 4,750,000 red 
blood cells and 9,000 white blood cells per cubic millimeter. 

Liver therapy was carried out with intramuscular injections of a crude extract 
from June 17 to November 18. By Jan. 6, 1937 the pruritus had greatly improved 
and the lichenification and excoriations had disappeared. The patient returned 
April 9, 1940, with a recurrence of pruritus, and is being treated at the time of 
writing. 

Case 13.—J. D., a white woman aged 45, received injections of bismo-cymol 
on account of a positive Wassermann reaction of the blood. On June 29, 1936, 
after she had received four injections, areas of erythema appeared on the wrist and 
neck. After three injections of arsphenamine dermatitis developed on the eyelids, 
face, neck and arms and 0.77 mg. of arsenic per hundred grams of dry blood 
was found. After injections of sodium thiosulfate had been given, the condition 
spread and oozing developed. 

On September 18 there was a scaly erythematous eruption on the scalp. The ears 
were red and swollen, and on the neck and chest and in the axillas and groin were 
sharply outlined erythematous lesions resembling seborrheic eczema. There were 
also an eruption on the eyelids and erythematous scaly patches on the extensor 
surface of the forearms and elbows. 

Gastric analysis after a test meal showed free hydrochloric acid 2 and total 
acids 6. A blood count revealed 4,700,00 red blood cells and 9,600 white blood 
cells per cubic millimeter, with 2 per cent eosinophils, and 87 per cent hemoglobin. 

The patient received intramuscular injections of 5 cc. of liver extract, and the 
eruption showed great improvement by October 2. Liver therapy was discontinued 
on October 30. She has been receiving mercurial treatments up to the time of 
writing, and there has been no recurrence of her eruption. 


ANALYSIS OF CASES 


Group 1.—The present knowledge of vitamin deficiencies permits 
me to select from a large amount of material sporadic cases which can- 
not be labeled with any exact dermatologic diagnosis. An extensive 
eruption of erythematous scaly patches with symmetric distribution, 
especially on the trunk, seems to be characteristic of these conditions. 
There is a follicular keratosis associated with it which may be so pro- 
nounced that a clinical picture of pityriasis rubra pilaris is imitated. 
Seborrheic manifestations are present, and psoriasiform lesions may be 
encountered. There is a prompt response to parenteral liver therapy, 
which is probably enhanced by simultaneous administration of vitamin A. 
There is good evidence that more conditions of this kind have been 
observed and their cause has been unrecognized. The occurrence of 
this type of eruption in a person with chronic alcoholism and the response 
to diet and liver therapy are demonstrated in case 5. 

Group 2.—A number of patients with localized seborrheic eczema 
(“so-called” would be a fitting interpolation) have a generalized eruption 
which responds promptly to parenteral liver therapy. After a patient 
has had generalized dermatitis, recurrences may be again confined to 
localized lesions, which express the seborrheic diathesis or are mild 


| 
| 
i 
| 
i 
f 
i 
| 
al 
4 


526 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


expressions of a relapse of nutritional failure. Better dietary care and 
the effect of successful vitamin therapy may account for the absence of 
more severe recurrences. It should be stressed that in the average 
case seborrheic eczema does not respond to therapy with the vitamin B 
complex, although some improvement may frequently be noted at the 
start. I have had a considerable number of patients who failed to respond 
to this form of therapy or showed only a moderate and slow improve- 
ment. The explanation may be found in the fact that seborrheic eczema, 
even if diagnosed with unusual pedantry, is not a uniform entity. Even 
if one assumes a common constitutional basis, gastric dysfunction and 
nutritional deficiencies may be only some of the etiologic factors. Focal 
infections and bacterial sensitization, so frequently suspected in this 
dermatosis, may well be important features. The dermatologist has 
thoroughly reckoned with the predisposing role that the seborrheic status 
plays in the chronic staphylococcic and streptococcic dermatoses (viz., 
infectious eczematoid dermatitis, localized streptococcic dermatitis of the 
ears, sycosis vulgaris and furunculosis). 

Group 3.—A further demonstration of the interrelation between 
infection and deficiency of vitamin B complex is supplied by this group, 
which comprises cases of extensive monilial infections of the skin. The 
therapeutic effect of parenteral liver therapy in moniliasis of the skin 
assumes greater significance through recent publications. First, diabetes 
is, next to pellagra, the clinical entity which shows an average level of 
cozymase in the blood below that of normal persons.** Second, in a 
recent paper Sydenstricker, Geeslin and Weaver ** discussed the occur- 
rence of avitaminosis in diabetic patients. Third, there seems to be a 
high incidence of monilial infections among the natives of Africa,** 
where nutritional deficiencies are also common. Therefore, it seems 
probable that the monilial infection in persons with diabetes is based on 


‘the secondary deficiency of the vitamin B complex rather than on the 


disturbance of the carbohydrate metabolism. The same relation to vitamin 
deficiency could be assumed for moniliasis without diabetes. Thus, the 
dermatitis due to M. albicans, with its resemblance to seborrheic eczema 
(levurids) and its frequent occurrence in persons who have diabetes, may 


43. Kohn, H. I.; Bernheim, F., and Felsovanyi, A. V.: The Blood V-Factor 
(Coenzyme) Level in Normal and Pathological Subjects, J. Clin. Investigation 
18:585 (Sept.) 1939. Vilter, R. W.; Vilter, S. P., and Spies, T. D.: Determina- 
tion of the Codehydrogenases I and II (Cozymase) in the Blood of Diabetics in 
Severe Acidosis, Am. J. M. Sc. 197:322 (March) 1939. 

44. Sydenstricker, V. P.; Geeslin, L. E., and Weaver, J. W.: Avitaminosis 
Occurring in Diabetic Patients Under Insulin Therapy, J. A. M. A. 118:2137 
(Dec. 9) 1939. 

44a. Smith, E. C.: Dermal Moniliases Among Natives of West Africa, Tr. Roy. 
Soc. Trop. Med. & Hyg. 21:125 (Aug.) 1927. 
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permit a better insight into the mechanism of infectious allergy con- 
ditioned by vitamin deficiency. It is understood that the perléche-like 
lesions of ariboflavinosis are unrelated to moniliasis. 

Group 4.—In this group the eruptions are confined to the vulva 
and anal region in patients who may or may not present features of 
seborrheic eczema elsewhere (such as the scalp, ears or nasolabial folds). 
The cutaneous eruption of the vulva consisted of severely itching derma- 
titis or of kraurosis with dermatitis. The question arises whether the 
eczematous condition in cases 8 and 9 could be considered a precursor 
of kraurosis vulvae. 

More recent studies on leukoplakia and kraurosis vulvae raise some 
doubt whether the endocrine disturbance of the menopause is really 
the primary cause of atrophic vulvitis. Swift *® observed in a large 
series of patients with pruritus vulvae and kraurosis subjected to gastric 
analysis a high percentage with absence or diminution of hydrochloric 
acid. He also noticed the frequent association with spoon-shaped or 
brittle nails, powdery skin and hyperkeratosis of other parts of the body. 
These observations and the response to vitamin A therapy led him to 
the conclusion that “Leukoplakia, kraurosis, neurotic pruritus, and 
atrophic vulvitis are various names which have been given to conditions 
which are the result of the same deficiency . . . lack of absorption 
of vitamin A, caused by a varying degree of achlorhydria.” 

My results with vitamin B complex and liver therapy are not neces- 
sarily in contradiction. 

The condition may be a combined deficiency of vitamins A and B 
complex similar to the polyavitaminosis of Wright, which frequently 
presents vulval and scrotal eczema. Kimble and Gordon ** have recently 
demonstrated a synergistic action of riboflavin and vitamin A in restor- 
ing the vitamin A level in the blood and normal biophotometric readings. 
Wohl and Feldman ** have demonstrated a high incidence of vitamin A 
deficiency in patients with hepatic disease and in alcoholic addicts. Swift *° 
also mentioned the case of a 43 year old woman with a vulval irritation 
of twelve years’ duration, who had a family history of pernicious anemia 
and showed no free hydrochloric acid in the gastric secretion after test 
meals. She was cured by hydrochloric acid and large doses of iron 
and liver. 

Rhoads treated patients with kraurosis with injections of liver and 
vitamin B complex and was led 'to this therapy by the association of a 
Plummer-Vinson syndrome with kraurosis vulvae in a case. (The 


45. Kimble, M. S., and Gordon, E. S.: The Importance of Riboflavin and 
Ascorbic Acid in the Utilization of Vitamin A, J. Biol. Chem. 128:lii (June) 1939. 

46. Wohl, M. G., and Feldman, J. B.: Vitamin A Deficiency in Diseases of 
the Liver: Its Detection by Dark Adaptation Method, J. Lab. & Clin. Med. 25: 
485 (Feb.) 1940. 
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mention of spoon-shaped nails by Swift is interesting in view of the 
occurrence of koilonychia in the Plummer-Vinson syndrome.) 

The role of ovarian dysfunction in kraurosis vulvae is by no means 
disclaimed, and the response of senile vaginitis to vitamin A as well 
as to estrogen ** may be an additional example of the interrelation of 
vitamin action ‘and hormonal function. 

In discussing a paper on atrophy of the vulva by Adair, Davis and 
Schuitema,** Novak stated: “I have seen extreme cases of chronic 
atrophic vulvitis with leukoplakia in women still in the reproductive 
epoch, with entirely normal menstruation. I saw such a condition in a 
patient of 28, whose trouble began at the age of 7. I mention this to 
emphasize that the influence of hormones in most of these cases is a 
very doubtful one.” 

In recent months I have studied kraurosis vulvae in a child 7 years 
of age. The condition has been present for four years, and the clinical 
and histologic pictures are in favor of the diagnosis. 


Group 5.—Case 13 represents a seborrheic-dermatitis-like arsphen- 
amine reaction. That such reactions may occur has been demonstrated 
by Wiersema.*® Furthermore, Stokes *° mentioned among arsphenamine 
reactions the “flare-up of seborrheic processes.” Liver therapy in 
arsphenamine dermatitis needs no further discussion here, since it has 
been. widely applied since Spiethoff’s *' publication. Astrachan and 
Sharp® have recently reviewed the subject and made a valuable contribu- 
tion. The therapeutic effect of liver therapy in cases of arsphenamine 
dermatitis certainly suggests that a deficiency of the vitamin B complex 
produced by the toxic action of arsphenamine was responsible for the 
dermatosis. The role of liver in this mechanism is demonstrated by its 
storing power for codehydrogenases (coenzymes containing nicotinic 
acid) and its well known retention of arsenic. It would be important 
~ to know whether the patients who respond to liver therapy show any 
cutaneous allergy to arsphenamine or whether their conditions form a 


47. Simpson, J. W., and Mason, K. E.: A New Concept of Senile Vaginitis, 
Am. J. Obst. & Gynec. 32:125 (July) 1936. 

48. Adair, F. L.; Davis, M. E., and Schuitema, D. M.: Atrophy of the Vulva, 
J. A. M. A. 114:296 (Jan. 27) 1940. Novak, E., in discussion on Adair, Davis 
and Schuitema. 

49. Wiersema, M. U.: Ueber Salyarsanexantheme unter dem Bilde von 
Ekzematiden, Arch. f. Dermat. u. Syph. 176:99 (Oct.) 1937. 

50. Stokes, J. H.: Modern Clinical Syphilology, Philadelphia, W. B. Saunders 
Company, 1934, p. 305. 

51. Spiethoff, B.: Erfahrungen mit der Lebertherapie bei Intoxikations- 
zustanden nach Salvarsan, Wismut, bei Infektionen und Psoriasis, Miimchen. med. 
Wehnsechr. 76:577 (April 5) 1929. 
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group apart from the allergic arsphenamine dermatitis. Another pos- 
sibility is that the vitamin B complex has, as has ascorbic acid (vitamin 
C), a favorable effect on an essentially allergic reaction. 


COMMENT 


The question may arise why extensive eruptions due to vitamin B 
complex deficiency should not be accompanied by other manifestations 
of nicotinic acid, riboflavin or thiamine deficiency. To answer this 
question is not feasible at present. One can only suggest the following 
possibilities : 

1, There are predisposing factors in the integumental organ, for 
instance, a status seborrhoeicus, which allows an incomplete deficiency 
to become manifest on the skin, although other organs remain unaffected. 


2. The cutaneous manifestations are due to other factors of. the 
vitamin B complex than riboflavin, nicotinic acid or thiamine. Since 
my therapy depended on liver extract only, it is necessary to investigate 
the effect of therapeutic doses of pyridoxine and the pantothenic acid, 
as well as supplements of unsaturated fatty acids (wheat germ oil and 
linoleic acid). The thought of a combined deficiency in vitamin A and 
vitamin B complex should also be entertained. In this connection it 
is to be hoped that the polyavitaminosis of Wright will be reinvestigated 
with the new synthetic products of the vitamin B complex. 

Encephalopathy due to nicotinic acid deficiency, recently described 
by Jolliffe, Bowman, Rosenblum and Fein,®* presents another example 
of a localized or organ-specific deficiency. These authors interpret the 
isolated appearance of encephalopathy as a manifestation of a rapidly 
developing complete nicotinic acid deficiency, in contrast to pellagra, 
which represents a partial deficiency. 

In view of the recent work of Kohn, Klein and Dann,** as well as 
of Axelrod, Madden and Elvehjem,** on the cozymase levels in various 
organs of dogs suffering from blacktongue, one can speak only of 
threshold values in nicotinic acid deficiency. Even the animals with a 
fully developed deficiency syndrome had normal cozymase levels in all 
the organs examined except the liver and the striated muscle. The 
considerably lower levels (compared to normal) in these organs point 
to their important role as organs of storage for nicotinic acid amide. 


53. Jolliffe, N.; Bowman, K. M.; Rosenblum, L. A., and Fein, H. D.: Nicotinic 
Acid Deficiency Encephalopathy, J. A. M. A. 114:307 (Jan. 27) 1940. 

54. Kohn, H. I.; Klein, J. R., and Dann, W. J.: The V-Factor Content and 
Oxygen Consumption of Tissues of the Normal and Blacktongue Dog, Biochem. J. 
33:1432 (Sept.) 1939. 

55. Axelrod, A. E.; Madden, R. J., and Elvehjem, C. A.: The Effect of a 
Nicotinic Acid Deficiency upon the Coenzyme I Content of Animal Tissues, J. 
Biol. Chem. 181:85 (Nov.) 1939. 
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The fact that some apparently diverse dermatoses respond drama- 
tically to vitamin B complex therapy is shown by the cases herein 
reported. This and the corollary observation that many other patients 
show definite but incomplete improvement with such therapy has surely 
been observed by many others. If one were to attempt to draw a clear- 
cut clinical picture of such conditions, one would encounter great diffi- 
culties. An attempt has been made to group them and point out some 
important characteristics, but this I regard as a preliminary report. 
More exact definitions can be obtained only by further observation and 
study. 

The critical obstacle is that there is no direct means of determining 
vitamin B complex deficiency in a patient. For example, the work 
of Kohn and others aforementioned demonstrated that the cozymase 
level in the blood may be normal in the presence of nicotinic acid defi- 
ciency sufficient to produce typical pellagra. There are, however, 
methods available for study of those cases which may serve to define 
them more accurately. I am at present employing the following method 
in cooperation with other investigators at the Presbyterian hospital : 


1. A careful history of dietary habits. 
2. A detailed analysis of the dermatologic picture including the histologic 
picture. 
3. A gastric analysis (histamine). 
4. Complete blood count with determination of hemoglobin. 
5. Determination of the codehydrogenases in the blood by the growth factor V 
for para-influenza bacilli. 
6. Examination of the urine for coproporphyrin. 
7. Therapeutic test with: 
(a) Nicotinic acid or its amide 
(b) Riboflavin 
(c) Pyridoxine 
(d) Unsaturated fatty acids (such as wheat germ oils) 
(e) Liver extract or rice polishings, rich in filtrate factors 
(f) Vitamin A concentrates of high potency 
(g) Liver extract by intramuscular injection 
(h) Hydrochloric acid by mouth. 


In addition, as the case may require, the determination of the vitamin 
A level in the blood, studies of riboflavin excretion in the urine and 
liver function tests may be desirable. 

Although it is hoped that available information will be gained by 
such concerted efforts of investigation, great stress will have to be laid 
on the rationalization of therapy with the vitamin B complex. The 
use of these synthetic products— nicotinic acid, riboflavin, pyridoxine 
and pantothenic acid—is of great value. So far I have been unable 
to duplicate the effect of the whole vitamin B complex on dermatologic 
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conditions with pure nicotinic acid or riboflavin. My experience with 
pyridoxine is limited. A liver extract preparation for parenteral use, 
especially assayed for all fractions of the vitamin B complex, becomes a 
therapeutic necessity until the synthesis of the unidentified factors of 
the filtrate fraction of liver and yeast will have been accomplished. 
Only then will it be possible to find out whether one or the other syn- 
thetic vitamin exerts a specific action on certain cutaneous diseases or 
whether the natural vitamin B complex is the best and most rational 
treatment of the responsive cutaneous conditions. | 


SUMMARY 


A series of cases is reported of extensive and localized eruptions 
which responded to treatment with liver extract. It is suggested that 
the condition is vitamin B complex deficiency and that this deficiency 
is due to low intake only in occasional instances. More commonly it is 
based on a constitutional predisposition which may be identified with 
the so-called seborrheic diathesis. This consists of an abnormal func- 
tion of the skin described usually as seborrheic and associated frequently 
with digestive disorders, especially gastric hypoacidity or anacidity, inter- 
fering with the proper utilization of vitamins. This secondary deficiency 
can be corrected by treatment with the vitamin B complex. As a result 
of this treatment not only is the dermatosis influenced but probably also 
the underlying disorder of digestion and assimilation, so that recurrences 
may in some cases be prevented for an indefinite period. 

No claim is made for a curative effect of liver therapy in the average 
case of seborrheic eczema, but further studies and a more rational therapy 
with synthetic products are necessary to clarify the role of vitamin 
therapy in this disease. 

Extensive monilial infections of the skin have responded promptly 
to liver therapy and the relation of monilial infection to diabétes is 
reviewed from the newer knowledge of a vitamin B complex deficiency 
in persons with diabetes. 

Vulval and anal eczema and kraurosis vulvae have been favorably 
influenced by administration of the vitamin B complex, and the possibility 
of a vitamin A and vitamin B complex deficiency is considered for 
kraurosis. 

It is suggested that certain types of arsphenamine dermatitis respond 
particularly well to liver therapy because they represent instances of 
vitamin B complex deficiency caused by direct effect of the drug on 
specific functions of the liver. 


Dr. Charles A. Flood supervised the gastric analyses and gave helpful informa- 
tion concerning gastric secretion. 
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COMPARISON OF THE CLINICAL AND THE 
PATHOLOGIC DIAGNOSES OF MALIGNANT 
CONDITIONS OF THE SKIN 


FRANCES A. TORREY, M.D. 
AND 


EDWARD A. LEVIN, M.D. 
SAN FRANCISCO 


The purpose of this study is to compare the clinical diagnosis with 
the histologic diagnosis of epithelioma and to show the distribution of 
squamous and basal cell epitheliomas of the skin. 


TABLE 1.—Comparison of Clinical and Histologic Diagnoses of 4,213 Lesions, 
2,806 of Which Were Confirmed as Being Epitheliomas by Biopsy 


Histologic Diagnosis 


Epithelioma 
r Other 
Squamous Cell Basal Cell Conditions 


Per 
Cent 


Other conditions 
Malignant neoplasm Not listed 
Pyogenie granuloma Not listed 
Not listed 
Not listed 
Not listed 


1,114 86 


The biopsy specimens used for this study were taken by the members 
of the department of dermatology, either at the University of California 
Clinic or at their private offices. In each case the clinical diagnosis was 
made by one or several of ten dermatologists. The pathologic diagnosis 
was based on the concurrent opinion of the majority of the staff of the 
department of dermatology. In cases in which the diagnosis was ques- 
tionable or difficult to ascertain the sections were reviewed by the staff 
of the department of pathology. 


From the Department of Dermatology and the Visible Tumor Clinic of the 
University of California Medical School. 

Presented before the Dermatology Section of the California State Medical 
Association, Coronado, Calif., May 8, 1940. 
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The following facts were recorded with the report of each biopsy: 
the clinical diagnosis, the histologic diagnosis and the location of the 
lesion. The tissue was obtained with a curet or punch. The usual prep- 
aration for histologic diagnosis was staining of paraffin sections with 
hematoxylin and eosin. 

Over a period of eight years tissue was taken for study from 4,213 
lesions which could be placed in one of three classifications: first, those 
which were diagnosed clinically and histologically as epitheliomas; 
second, those which were diagnosed as epitheliomas but were subse- 


TaBLe 2.—Incidence of Malignancy in Relation to Location of the Lesions 
in 2,000 Biopsies 


Squamous Cell Epithelioma Basal Cell Epithelioma 


Number Per Cent Number Per Cent 


Upper extremity 
Temple and forehead 


2 
261 
97 
266 
10 
122 
52 
0 

0 
44 
53 
24 
0 

1 

0 
22 
8 
962 


quently proved by biopsy to be other conditions, and third, those which 
were clinically considered as other conditions but were diagnosed micro- 
scopically as epitheliomas. 

Table 1 shows the relation of the clinical and the histologic diagnoses 
of the 4,213 lesions from which specimens were taken, 2,806 of which 
were epitheliomas. Table 2 shows the distribution of 2,000 of these 
epitheliomas in which the location was recorded with the biopsy report. 


COMMENT 
The clinical diagnosis of epithelioma was correct in 90 per cent of 
the cases. The clinical diagnosis of squamous cell epithelioma was con- 
firmed by the histologic diagnosis of 75 per cent of the cases, and that of 
basal cell epithelioma was confirmed histologically in 77 per cent of the 
cases. 


| 
Location 
93 4.65 0.50 
Lower extremity......................05 3 0.15 0.05 
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A clinical diagnosis of benign lesions had been made in 1,245 cases. 
On histologic study 15 per cent of the lesions were found to be epithel- 
iomas. A large number of this group from which specimens for biopsy 
were taken were clinically questionable and thus account for a portion 
of the errors in diagnosis. Clinically 450 lesions were designated as 
epithelial hyperplasias. These included keratoses, verrucae, mollusca 
contagiosa and leukoplakias. Of 93 lesions diagnosed clinically as kera- 
toses, 32 per cent were histologically squamous cell and 5 per cent basal 
cell epitheliomas. This emphasized that frequently keratoses show 
malignant degeneration on microscopic examination before clinical 
evidence of malignancy is apparent. The value of microscopic examina- 
tion of other benign new growths is shown in the following record: 
Among 156 lesions clinically diagnosed as pyogenic granulomas, 24 were 
histologically squamous cell and 7 basal cell epitheliomas. Of 112 lesions 
clinically diagnosed as nevi, 3 were squamous cell epitheliomas. 

An analysis of table 2 shows several interesting facts. Only 27 
epitheliomas, or approximately 1.4 per cent, occurred on the skin of 
the covered portions of the body. Four were squamous cell and 23 were 
basal cell epitheliomas. No squamous cell epitheliomas were found on 
the scalp. Seven were found on the genitalia and 369 on the oral mucous 
surfaces. Of the latter, 322 were on the lower lip. In no instance was 
a basal cell epithelioma found on the mucous membrane. The face, 
excluding the ear and the lower lip, was the site of the greatest number 
of lesions, namely, a total of 1,180. Of these 402 were squamous cell 
and 778 were basal cell epitheliomas. Eighty per cent of the epitheliomas 
on the lids were of the basal cell type. It is to be noted that in recording 
the location no differentiation was made between the upper and the 
lower lid. 

On the upper extremities basal cell epitheliomas were relatively rare, 
while the squamous cell type was found in 90 per cent of the instances. 
Although the exact location was not always specified, squamous cell 
epitheliomas occurred on the dorsum of the hand or on the exposed 
portion of the forearm, while the rare examples of basal cell epithelioma 
were found on the arm. 

SUMMARY 

The clinical diagnosis of epithelioma was found to be correct for 
90 per cent of the lesions. 

The clinical differentiation between basal and squamous cell epithe- 
lioma was correct for approximately 75 per cent of the lesions. 

Fifteen per cent of the lesions diagnosed clinically as benign were 
found to be epitheliomas. 
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Thirty-seven per cent of the lesions diagnosed clinically as keratoses 
showed malignant changes microscopically. 

Of a total of 2,000 epitheliomas, 70 per cent occurred on the face, 
of which 37 per cent were squamous cell and 63 per cent were basal cell 
epitheliomas. 

Five per cent of the epitheliomas occurred on the dorsum of the hand 
or on the exposed portion of the forearm. All of them were the squa- 
mous cell type. 

No basal cell epithelioma occurred on the mucous surfaces. 

No squamous cell epithelioma occurred on the scalp. 
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TREATMENT OF PSORIASIS WITH LEMON CITRIN 
(VITAMIN P), CITRIN LEMONADE AND 
ASCORBIC ACID 


ARTHUR E. GOLDFARB, M.D. 
FLORAL PARK, N. Y. 


The capillary dilatation which occurs in psoriasis and the hypothesis 
that psoriasis may be an expression of altered capillary permeability 
made it of interest to investigate the effect of vitamin P on this disease. 
Since the source material of vitamin P (citrin) is lemon and since one 
of the preparations used was a modified lemonade, it was thought 
advisable to include in the study a control group of patients treated by 
ascorbic acid. 

Zorn * has stated that the scales from psoriatic lesions consist of those 
not only from the cells of the epidermis but also partly from solidified 
plasma. He further stated that the specific cutaneous changes all begin 
with capillary hyperemia and extravasation of plasma. In his paper 
he discussed two problems: 1. Which components of plasma cause 
dilatation of capillaries and changes in the permeability of the walls? 
2. What is the reaction to this stimulation of the “functional wall” which 
absorbs and distributes the plasma components? The first question, he 
said, could not be answered yet (1933). As to the second, the reaction 
varies with the person. The extravasation of plasma from the capillaries 
produces edema of the connective tissue in the papillae. The regulating 
mechanism of the connective tissue is completely destroyed. The plasma 


~flows through the papillary bodies of the cutis, the lymph spaces and 


the cells of the epidermis (parakeratosis) and finally forms with the 
latter the scales of psoriasis. 

Zorn further showed that the quantities of cations—potassium, cal- 
cium and magnesium—are increased in the scales about fifteen times, 
while the quantity of sodium is doubled and that of the anion chlorine 
even shows a tendency to decrease. He stated the belief that the 
psoriasis papule is a reaction to exudation (blood plasma) from the 
cutaneous capillaries. 


From the Department of Dermatology and Syphilology, New York University 
College of Medicine, and the Department of Dermatology and Syphilology, Third 
Medical (N. Y. U.) Division, Bellevue Hospital, service of Dr. Frank C. Combes, 


New York. 
1. Zorn, B.: Dermat. Wchnschr, 96:89, 1933. 
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Griitz * has stated that the epidermis of psoriatic persons shows an 
increased quantity of lipoid and that psoriasis scales are rich in choles- 
terol. Griitz has shown, histologically, that these lipoids derived from 
the papillary body penetrate the intercellular spaces and into the epi- 
dermis and accumulate in the scales. In this process the physiochemical 
function of the epidermal cells is not disturbed, but the lipoids are 
derived from the blood, taken up by the capillaries and distributed to 
the epidermis. 

That the citrus fruits contain flavones that can influence favorably 
the pathologic fragility and permeability of the capillaries has been shown 
by Szent-Gyorgyi * and his co-workers. The mixture of these flavones 
obtained from lemons they termed “citrin.” They also suggested the 
name vitamin P. In a later paper Bruckner and Szent-Gyorgyi * 
reported that citrin consisted of two different dyes, hesperidine and 
eriodictyol glucoside, which they called eriodictin. 


METHOD AND RESULTS 


Forty-one patients with psoriasis were studied. 

Group 1.—Nine patients received up to 800 mg. of crystalline citrin * 
from lemon peel daily. This material is equivalent by chemical determi- 
nation (sodium hydroxide reaction) to 267 mg. of the Szent-Gydrgyi 
eriodictin. Of these 9 patients, 4 improved and 5 showed no change. 
Improvement in these and other patients subsequently treated varied 
from lessening of the induration of the plaques to beginning involution 
of the lesions as evidenced by central clearing. 


Group 2,—Twenty-two patients received citrin lemonade, made and 
administered in the following way: The juice of the lemon was first 
extracted, and the rind was ground up in a food chopper. The ground-up 
rind was covered with water, and the mixture was heated until it had 
boiled for ten minutes. The mixture was then placed in a fruit press, 
and as much of the liquid portion as possible was expressed. The filtrate 
was then added to the lemon juice. Four ounces (30 cc.) of this mix- 
ture was given daily in enough water and sugar to make a palatable 
lemonade. Since this method of preparation yields 1.77 mg. of eriodictin 
per gram of whole lemon,® there resulted a daily dose of approximately 


2. Gritz, O.: Miinchen. med. Wchnschr. 82:1899, 1935. 

3. Bentsath, A.; Rusznyak, S., and Szent-Gyérgyi, A.: Nature, London 138: 
798, 1936. Armentano, L.; Bentséth, A.; Beres, T.; Rusznydk, S., and Szent- 
Gyérgyi, A.: Deutsche med. Wchnschr. 62:1325, 1936. 

4. Bruckner, V., and Szent-Gydrgyi, A.: Nature, London 138:1057, 1936. 

5. Crystalline lemon citrin and other materials and supplies were furnished 
through the assistance of Mr. A. J. Lorenz, of the California Fruit Growers’ 
Exchange. 

6. Lorenz, A. J., and Arnold, L. J.: Read at the meeting of the American 
Chemical Society, Boston. 
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300 mg. of eriodictin together with 70 mg. of ascorbic acid. Of these 
22 patients, treated for periods up to four months, 19 showed improve- 
ment and 3 showed no change. Favorable results were generally mani- 
fested by the fourth week of treatment. The improvement was 
progressive, and many individual lesions completely cleared up, but in 
no case, so far, has there been complete clearing of all of the lesions. 

Group 3—Ten patients received 100 mg. of crystalline ascorbic acid 
daily: In 5 the eruption became perceptibly worse, as evidenced by the 
appearance of new lesions and the spreading of the old ones. In 3 
patients there was no evidence of change, and in the remaining 2 there 
was some improvement. These patients were under observation from 
three to twelve weeks. 

SUMMARY 

Of 9 psoriatic patients treated with crystalline lemon citrin in doses 
up to 267 mg. of the Szent-Gy6rgyi eriodictin equivalent daily, 4 showed 
improvement and 5 showed no change. 

Of 22 patients treated with citrin lemonade containing approximately 
300 mg. of eriodictin (vitamin P) and 70 mg. of ascorbic acid daily, 
19 showed improvement and 3 showed no change. 

Of 10 patients treated with 100 mg. of ascorbic acid daily, the con- 
dition became worse in 5, 3 showed no change and 2 showed improve- 
ment. 

Further work is in progress utilizing larger doses of crystalline 
lemon citrin and ericdictin. 


Dr. Frank C. Combes made the case material available to me. 
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CONTROL OF AXILLARY HYPERHIDROSIS 
BY ALUMINUM PHENOLSULFONATE 


RICHARD S. WEISS, M.D. 


Assistant Professor of Clinical Dermatology, Washington University School of 
Medicine, and Dermatologist, Barnard Free 
Skin and Cancer Hospital 
AND 


MORRIS D. MARCUS, M.D. 
Assistant Physician to Outpatients, Washington University Clinics 
ST. LOUIS 


Aluminum chloride is undoubtedly a useful anhidrotic and deodorant 
and is the active constituent of many proprietary compounds used for 
that purpose. However, numerous cases of contact dermatitis caused 
by its use have come under our observation. Considering that its 
harmful effects are probably due to its high acidity and caustic action, 
we felt that a compound with an organic acid might be effective and 
less harmful. Because zinc phenolsulfonate, in use for many years, 
had little caustic action, the idea occurred to us that such a salt of 
aluminum might approach the solution to the problem. Aluminum 
phenolsulfonate* has recently been made available, and we report our 
experiments with the use of this compound. 

Stillians introduced aluminum chloride for the purpose of controlling 
hyperhidrosis in 1916. He recommended that it be used in a 25 per cent 
solution. In reviewing the available literature it was rather surprising 
to us to see how little information has been accumulated on the action 
of aluminum chloride and on its tendency to produce contact dermatitis. 
We therefore decided to submit a large group of persons to patch 
tests with both aluminum chloride and aluminum phenolsulfonate. 


PATCH TESTS 


Fifty subjects from a general clinic and hospital population not 
exhibiting any evidence of external sensitization and ranging in age 
from 12 to 76 were selected for testing. Aluminum phenolsulfonate 
and aluminum chloride in eight dilutions varying from 40 to 0.1 
per cent were used, and four proprietary anhidrotics purchased in the 
open market were also included. The base solvent for the employment 


From the Department of Dermatology, St. Louis County Hospital, Clayton, Mo. 
1. This drug was supplied to us by the Mallinckrodt Chemical Works, St. 
Louis. 
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TABLE 1.—Results of Patch Tests with Aqueous Solutions of Aluminum 
Chloride in Fifty Subjects 


Positive Results 


Solution per Cent Per Cent 25 


Taste 2.—Results of Patch Tests with Aqueous Solutions of Aluminum 
Phenolsulfonate in Fifty Subjects 


Positive Results 


Solution per Cent Naber Per Cent 


1 
9 
6 
3 
3 
2 
1 
2 


Tasie 3.—Results of Patch Tests with Proprietary Preparations in 
Fifty Subjects 


Positive Results 


Proprietary Preparation Number Per Cent 


TasLe 4.—Results of Patch Tests with the Perfumed Twenty per Cent Solution 
of Aluminum Phenolsulfonate and with the Perfumed Solution 
Alone * in Fifty Subjects 


Positive | Results 
Number Per Cent 


Solution of aluminum phenolsulfonate 10 
Perfumed solution 0 


* Oil of rose, 0.25 cc.; oil of clove, 0.06 cc.; ethyl acetate, 0.6 cc.; alcohol (95 per cent), 
50.0 cc., and distilled water, sufficient to make 100.0 cc. 
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of the aluminum phenolsulfonate was also tested. Patch tests were 
made on the backs of the subjects, and the readings were taken after 
forty-eight hours. 

An analysis of the tables reveals that in dilutions of 2 to 5 (40 
per cent) and of 3 to 10 (33 per cent) aluminum chloride is definitely 
more irritating to the skin than similar dilutions of aluminum phenol- 
sulfonate. With dilutions of from 1 to 5 (20 per cent) downward the 
irritant property is about the same. Employed in a 20 per cent alcoholic 
solution with traces of perfume, aluminum phenolsulfonate compared 
favorably with proprietary anhidrotics, excelling three and being of 
equal value with the fourth. Patch tests with the solution used for 
dissolving the aluminum phenolsulfonate produced no positive reaction. 

The data which we obtained indicated that the phenolsulfonate of 
aluminum is less irritating to the skin than the chloride and that when it 
was used in a 20 per cent solution it appeared to be less irritating than 
three out of four anhidrotic proprietary remedies. 


CLINICAL EXPERIMENTS 


Twenty-four persons with axillary hyperhidrosis were instructed 
to mop gently the perfumed 20 per cent solution of aluminum phenol- 
sulfonate in the axillas every two days for several applications and 
then to use it every four to five days as needed. All of these patients 
reported relief shortly after the first few applications. No unusual 
local irritation was encountered. In some cases, in order to obtain 
relief from pronounced sweating, applications had to be made more 
frequently. 

Thirty-seven persons who habitua'ly used anhidrotics in the axillas, 
including several physicians, nurses and technicians, were given the 
perfumed solution of aluminum phenolsulfonate substitute for their usual 
preparation. Only 1 of these reported slight irritation from the use 
of the solution, but 2 stated that it was not as effective as the proprietary 
preparation which they had previously been using. 

Fifteen persons were given a greaseless cream containing 20 per 
cent of aluminum phenolsulfonate. All of them reported that the 
preparation was effective in suppressing perspiration and odor, and 
none of them had any irritation whatever. Three patients who had 
previously been unable to use various proprietary anhidrotics were 
given the perfumed solution of aluminum phenolsulfonate, and 2 of 
them were able to use it indefinitely without irritation. One patient, 
however, was not able to tolerate the aluminum phenolsulfonate solution. 


SUM MARY 


Patch tests made with solutions of aluminum phenolsulfonate indi- 
cated that the drug was less irritating than aluminum chloride in 
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dilutions of 40 and 33 per cent and that in weaker dilutions its irritating 
quality was about the same. When this drug was used in a special 
alcoholic solution containing traces of perfume its irritating effect 
appeared to be less than that of three out of four proprietary anhidrotics 
and to equal that of the fourth. 

The clinical use of the drug revealed that it was apparently effective 
in inhibiting sweating and caused little or no irritation. No damage 
to garments was noted, and when strips of linen, muslin and wool were 
soaked in a 20 per cent solution for one week no apparent damage was 
done to the material. 

We feel that aluminum phenolsulfonate is equal to or superior to 
aluminum chloride as an anhidrotic and that the liability to contact 
dermatitis is less. However, more extensive use of the drug will be 
necessary to establish its value. 

Note.—A more elegant and effective liquid compound recently 
employed is composed of aluminum phenolsulfonate, 20 per cent; per- 
fumed spirit N. F., 50 per cent; oil of lavender, 0.25 per cent; ethyl 
acetate, 0.5 per cent, and distilled water, sufficient to make 100 per cent. 
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HERPETIC STOMATITIS 


(APHTHOUS STOMATITIS) 


ARTHUR R. WOODBURNE, M.D. 
GRAND RAPIDS, MICH. 


Aphthous lesions of the mouth have been frequently described since 
the time of Hippocrates. Many opinions have been offered as to the 
cause, and the methods of treatment have been as varied as the authors. 
In a field in which opinions are so varied it is apparent that nothing 
conclusive is known or there would be more unanimity of opinion. 


Aphthae have been divided into many types, with fine points of 
differentiation, but nothing had been offered to bring the associated 
groups together until 1915, when Schamberg * grouped “canker sores” 
with herpes simplex. Between 1919 and 1924 Goodpasture and Teague,” 
Lowenstein * and Gans,‘ in their experimental work on viruses, stated 
the opinion that the herpes virus caused aphthae. These investigators, 
however, were unable to produce immunity in experimental animals to a 


known herpes virus, although lesions of the cornea and brain on inocula- 
tion were similar. Dodd, Johnston and Buddingh® injected material 
from aphthae in children into the cornea of rabbits and were able to 
show definite virus inclusion bodies in the corneal epithelium. They 
were later able to demonstrate definite immunity to a known herpes 
virus in 6 of 7 rabbits previously given injections of virus from aphthous 
lesions of the mouth. 


Clinically herpes simplex and aphthae have much in common. The 
chief points of similarity are onset with vesiculation, burning pain from 
the beginning, tendency to recur, local irritation as a frequent agent in 
precipitating an attack, tendency of recurrent lesions to develop at the 


1. Schamberg, J. F.: Diseases of the Skin and the Eruptive Fevers, ed. 3, 
Philadelphia, W. B. Saunders Company, 1915, p. 101. 

2. Goodpasture, E. W., and Teague, O.: Experimental Production of Herpetic 
Lesions in Organs and Tissues of Rabbits, J. M. Research 44:121, 1923. 

3. Lowenstein, A.: Aetiologische Untersuchungen iiber den fieberhaften 
Herpes, Miinchen. med. Wchnschr. 66:769, 1919. 

4. Gans, O.: Zur Aetiologie der Stomatitis aphthosa (maculo-fibrinosa), 
Klin. Wcehnschr. 3:447, 1924. 

5. Dodd, K.; Johnston, L. M., and Buddingh, G. J.: Herpetic Stomatitis, 
J. Pediat. 12:95 (Jan.) 1938. 


543 


ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


544 


menstrual period and frequent association with acute fevers. Descrip- 
tions of the histologic picture in many textbooks and articles show no 
characteristic changes. However, the location of the lesion makes it 
peculiarly susceptible to infection with the common mouth saprophytes, 
and the pathologic variation as described may easily be based on sec- 
ondary changes due to infection. 

Periadenitis mucosa necrotica recurrens may also be included in 
this group, despite the deep nodule with necrotic plug characteristic of 
this condition. One sees the characteristic of recurrence at menses and 
the similarity with lesions of the vulva also occurring in herpes. I have 
seen herpes simplex of the buttocks and other areas begin as nodules. 
One sees in herpes zoster deep and even gangrenous lesions in which 
dry gangrenous plugs may be extruded and which heal quickly after 
extrusion, as do the lesions of periadenitis mucosa necrotica recurrens. 


After reading the article by Dodd, Johnston and Buddingh, I under- 
took to treat several patients with recurrent aphthae by the repeated 
vaccination method as recommended by Foster and Abshier,® in the 
belief that if the lesions were herpetic in origin I should have results 
which I had been unable to procure with any of the standard proce- 
dures, results which would be comparable to those obtained in the 
multiple vaccination treatment of herpes simplex. The results parallel 
closely my experience in cases of recurrent herpes simplex. In an 
article by Frank‘ the discussion brought out several points which I 
have noted in the treatment of ordinary herpes simplex. It was par- 
ticularly interesting to note the same type of reaction taking place in 
the treatment of herpetic stomatitis with the vaccine virus. Andrews * 
noted that the period of freedom between attacks following treatment 
varied considerably and that the more vaccinations given the better were 
the results. Several observers have noted immediate and rapid healing 
following vaccination in cases of persistent herpes simplex. This has 
been my experience on several occasions with vaccine in treatment 
of herpetic stomatitis. 

The table covers the information from 22 cases which have been 
followed for a sufficient time to give support to my thesis. Reports of 
several cases are given in detail to illustrate special points. 


6. Foster, P. D., and Abshier, A. B.: Smallpox Vaccine in the Treatment of 
Recurrent Herpes Simplex, Arch. Dermat. & Syph. 36:294 (Aug.) 1937. 


7. Frank, S. B.: Formolized Herpes Virus Therapy and the Neutralizing 
Substance in Herpes Simplex, J. Invest. Dermat. 1:267 (Aug.) 1940. 


8. Andrews, G. C., in discussion on Frank.? 
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REPORT OF CASES 


CAsE 1.—Solitary recurrent type. 

Mrs. R. H., aged 28, had been seen with occasional vesicular lesions of the 
buccal mucous membrane for several years. They usually recurred about every 
three weeks. Detailed history and questioning during many visits could not 
connect these with the menses, foods or allergens. 

The lesions almost always recurred on the buccal mucous membrane in apposi- 
tion with the lower first bicuspid and on one or two occasions were seen in 
association with typical herpes simplex of the lip. Various treatments had been 
of no value. On Jan. 26, 1938 multiple vaccinations were begun, and six were 
given at weekly intervals. Since then the patient has been free of herpes of the 
lip and of the buccal mucous membrane. 


Case 2.—Multiple recurrent type. 

R. O., a boy aged 17, was seen on March 2, 1938. He gave a history of 
recurrence of sores in the mouth about once a month for the past three years. 
When seen he presented fifteen or twenty discrete and confluent, pea-sized aphthae 
of the buccal mucous membrane, fauces, sides of the tongue and gingival mucous 
membrane. He was given five vaccinations one week apart, and all lesions healed 
rapidly. Because of a decided collection of calculus, thorough dental prophylaxis 
was ordered. This produced a slight flare-up, but all the lesions healed rapidly 
when three more vaccinations were given. He had been free of recurrences for 
about eight months when last seen. 


Case 3.—Multiple recurrent type. 

Mrs. H. K., a physician’s wife aged 28, had had a severe pelvic infection 
following an abortion. She had been in the hospital several months, and during 
her rather slow convalescence small, extremely tender ulcers began to develop 
on the oral mucous membrane. These crops of lesions continued to heal and 
new ones to develop, so that for the few weeks previous to treatment active painful 
lesions were present at all times. Local cauterization with alum and _ silver 
nitrate and rinsing with solution of potassium arsenite U. S. P. had been tried, 
with no benefit. When seen on Feb. 10, 1938 she was unable to eat or drink unless 
the lesions were anesthetized with cocaine or nupercaine. A course of multiple 
vaccinations was started, with immediate rapid healing of all lesions. The third 
vaccination, which had been delayed for two weeks, was preceded by a crop of 
minute lesions, which healed immediately after the vaccination. Eight vaccina- 
tions were given, and the patient remained well for nine months. At this time 
there was a slight recurrence, which rapidly subsided with another course of six 
vaccinations. 


Case 4.—Chronic intermittent recurrent aphthae (Mibulicz); periadenitis 
mucosa necrotica recurrens (Sutton). 

A. S., a girl aged 19, was seen first early in 1937 with a tender eroded papule, 
deeply infiltrated with yellowish fibrinous membrane over the surface. Scars of 
old healed areas were evident on the anterior tonsillar pillars and on the buccal 
mucous membrane. The patient had been having attacks every few weeks for eight 
years. She had taken much medicine and the ulcers had been cauterized, without 
help. At this time I suggested using solution of potassium arsenite U. S. P. 
locally and internally and dicalcium phosphate (CaHPO,). 

I saw her again on Oct. 5, 1938, and she stated that she had a recurrence before 
each menstrual period, which took ten days to heal, and then she would remain 
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well until the next period. Multiple vaccination was begun and carried through 
for seven treatments. She had no flare-up with the period that occurred during 


the treatments and has passed five periods since that without recurrence. 


CONCLUSIONS 


1. Aphthous stomatitis is actually herpetic stomatitis due to the 
virus of herpes simplex. 

2. All types of aphthous stomatitis, including the solitary, recurrent 
and Mikulicz types and periadenitis mucosa necrotica recurrens, should 
be grouped together, as they respond equally well to treatment with 
vaccine virus. 

3. The disease should be called herpetic stomatitis. 


Clinical Notes 


BULLOUS DERMATITIS FROM ELASTIGLASS 


S. J. Zaxxon, M.D., CHICcAGu 


Instructor in Department of Dermatology, Northwestern University Medical School 


Zeisler! recently reported 2 cases of acute dermatitis due to contact with 
elastiglass. In the 2 cases the dermatitis was either of the follicular-papular 
or of the eczematous type. Zeisler stated the opinion that this form of dermatitis 
is due to specific sensitivity induced by intimate and prolonged contact with a 
heavy nonporous impervious material of a complex chemical nature. Kile 2 of Cin- 
cinnati and others from various parts of the country have reported numerous cases 
of dermatitis due to elastiglass wrist bands, garters and suspenders. Recently I 
have observed 2 cases of folliculopapular dermatitis of the legs due to nylon 
hosiery. In most of the cases of elastiglass dermatitis the eruptions were of 
the folliculopapular type, with a few of the eczematous type. The following case 
is the first one to my knowledge of a bullous dermatitis due to prolonged contact 
with elastiglass, with distant lesions probably due to absorption. 


REPORT OF A CASE 


W. S., a white man aged 41, an office executive, seen first on June 27, 1940, 
reported that he had worn a wrist band made of elastiglass for the previous 
eight weeks. During the last five days he had noticed redness and itching in the 
area corresponding exactly to the one that came in contact with the elastiglass. 
The area of the skin that came in contact with the watch was free from any redness 
or itching. A physician was consulted on June 23, who prescribed calamine lotion. 
Examination on June 27 showed a linear bullous dermatitis surrounding the 
left wrist. At this time the area covered by the watch was also involved. The 
dorsum of the left hand, and the flexor aspect of the forearm were edematous. 
The patient complained of intense burning, itching and pain in the left hand and 
forearm. There were ill defined areas of a faint folliculopapular dermatitis involv- 
ing the chest, abdomen, right wrist and eyebrows. 

On June 29 the entire dorsum of the left hand was covered with huge thick- 
walled tense bullae. These were incised, and the fluid was evacuated. The 
patient was treated by rest in bed and continuous moist warm compresses of 
potassium permanganate, in a dilution of 1 to 7,000. The entire left arm was 
immobilized and treated with continuous compresses. 

The accompanying photograph was taken on July 5, when much of the edema 
had subsided. 

COMMENT 

This case report illustrates that the incubation period of dermatitis due to elasti- 
glass may be prolonged to as long as eight weeks and the resulting absorption 
may produce toxic symptoms and an eruption distant from the area of original 
contact. 


1. Zeisler, E. P.: Dermatitis from Elasti-glass Garters and Wrist Watch 
Straps, J. A. M. A. 114:2540 (June 29) 1940. 


2. Kile, R. L.: Personal communication to Dr. Zeisler. 
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Bullous dermatitis from wearing an elastiglass wrist band. 
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Editorials 


DR. C. GUY LANE HONORED 


Dermatology has recently been honored by the election of Dr. C, 
Guy Lane as secretary of the Advisory Board of Medical Specialties. 
All of the candidates who have taken the examination of the American 
Board of Dermatology and Syphilology recognize the kindness and 
courtesy that have invariably been shown them by Dr. Lane as secre- 
tary of this board. Few of them realize the value of his tireless efforts 
in raising the standards of graduate education in this specialty. Every 
one who has served as a member of the board, however, appreciates 
not only his friendly personality and the immense amount of time he 
has given to details but also his constructive ideas which have con- 
tributed so greatly to the success and smooth running of the board. 
The saying that the success of an association is largely dependent on 
the character and ability of its secretary is unquestionably true in this 
instance. The continued success of both the Advisory Board of Medical 
Specialties and the American Board of Dermatology and Syphilology is 
assured with Dr. Lane as secretary. 


PREPARATION OF MANUSCRIPTS 

A most cooperative spirit has been shown by authors in following 
the suggestions of the editor in regard to medical writing (ARcH. 
Dermat. & Sypx. 40: 442 [Sept.] 1939), made mostly to comply with 
the rules for publications of the American Medical Association. 

Many authors, however, do not apparently understand the rules 
regarding the preparation of bibliographies, footnotes and illustrations. 
Bibliographies and footnotes should be typed on a separate numbered 
page (or pages) at the end of the article. Illustrations, including photo- 
graphs and charts, should be sent in a separate envelope and not pasted 
on individual pages of the manuscript. On the back of each illustration 
should be written the number of the figure (fig. 1, fig. 2, etc.), the 
author’s name and address and an arrow indicating the top. This 
should be written with a soft pencil. It is not necessary or desirable 
to write the legend on the back of the illustration. All legends should 
be typed (in double space) on a separate numbered page (or pages) of 
the manuscript. Unmounted photographs are preferred. 

A few of the larger institutions prepare their manuscripts as afore- 
mentioned. Those who fail to do so waste a good deal of the Editor’s 


time. 
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NEWS AND COMMENT 


TRANSACTIONS OF DERMATOLOGIC SOCIETIES 

In the copies of transactions of dermatologic societies submitted for 
publication mistakes are frequently made in the names and initials of 
members. The correction of such errors entails a good deal of labor 
by the manuscript editors in Chicago. The latter do not have official 
lists of the members of all the societies which publish transactions, and 
it is an imposition to ask them to make the corrections in question. 

A member’s name should appear in print as he wishes to have it. 
At times, however, his name has appeared in different parts of the copy 
furnished by the secretary in various ways, such as Dr. John Doe, 
Dr. John H. Doe and Dr. J. H. Doe. 

Care should also be taken to insert the words “by invitation” after 
the names of all nonmembers. If such insertions are left to some one 
who does not have an accurate list of the members, the phrase is likely 
to be put after the name of a member, which might cause some resent- 


ment. 


News and Comment 


HISTOLOGIC SETS ON CUTANEOUS CANCER 
NOW PURCHASABLE 


Fifteen sets of thirty-five histologic sections each can now be purchased that 
cover various types of nevi, precancerous dermatoses and cancer. These sets 
were used in the special course on histopathology at the annual meeting of the 
American Academy of Dermatology and Syphilology in Chicago, Dec. 8 to 11, 
1940. Ten sets will be reserved for loan under conditions somewhat similar to 
those already in effect for the larger general sets on dermal pathology. 

In disposing of the sets preference will be given to teaching institutions and 
to persons more actively engaged in teaching. Accordingly, applications should 
be sent in promptly, although no sets will be sold until four weeks has elapsed, 
thus allowing time for teaching loci to place their orders. The charge per set 
and syllabus is $25, payable to Registry Account, Army Medical Museum. The 
address is Curator, Army Medical Museum, War Department, Washington, D. C. 


CORRECTION 


In the article by Dr. Paul Gydrgy entitled “Dietary Treatment of Scaly Des- 
quamative Dermatoses of the Seborrheic Type,” in the February issue (ArcH. 
Dermat. & Sypu. 43:230, 1941), the word “Besuche” in the first line of footnote 
7a should read “Versuche.” 


551 
| 


Abstracts from Current Literature 


Epitep BY Dr. HERBERT RATTNER 


Controt or Impetico. R. G. Fioop, Am. J. Dis. Child. 58:931 (Nov.) 1939, 


Flood states the belief that impetigo of newborn infants is spread by the 
attendants’ hands. He found that the use of hot running water, soft soap and 
70 per cent alcohol was ineffective in preventing infection through the nurses’ 
hands. After considerable experimental work he determined that a 1 per cent 
solution of iodine and a 1.5 per cent solution of potassium iodide was most effective 
in preventing infection. The stain produced by this is removed by a saturated 
solution of sodium thiosulfate. 

The following procedure is used: When first reporting for duty the nurse 
scrubs her hands for five minutes before entering the nursery. No further soap 
and water are used. However, before and after handling any infant she submerges 
her hands in the solution described, counting to ten during the procedure. Immedi- 
ately afterward she places her hands in a basin containing a saturated solution of 
sodium thiosulfate. The hands are left in this basin until the brown of the iodine 
has entirely disappeared, about five seconds. She then proceeds to service the 
infant with wet hands. 

The results of this procedure have been very satisfactory. 


EXANTHEMA SUBITUM (ROSEOLA INFANTUM). L. H. BareENBERG and LEon 
GREENSPAN, Am. J. Dis. Child. 58:983 (Nov.) 1939. 


Exanthema subitum (roseola infantum) is a definite disease entity occurring 


only in early childhood. The incubation period averages about ten days. There is 
an acute onset with a temperature of 102 to 103 F. This temperature lasts for 
three or four days and terminates by either crisis or lysis, in about an equal 
number of cases. Following or coincident with the fall in temperature a rubelli- 
form eruption appears. This is most evident on the trunk. Leukopenia occurs 
in most cases, as does lymphocytosis. Otitis media is the only complication 


recorded. 


TANNING FROM ULTRAVIOLET IRRADIATION BrouGHt Out By BLoop TRANSFUSION. 
E. O. Jopar, Am. J. Dis. Child. 58:1047 (Nov.) 1939. 


‘In this short report Jodar tells of a pale infant who had previously received 
eighteen treatments with ultraviolet radiation at weekly intervals. The day after 
a blood transfusion pigmentation of the skin was noted. Jaundice was excluded, 
and the tanning did not occur about the eyes, the light areas corresponding 
exactly to the outline of goggles previously worn. The author suggests the 


mechanism of such a phenomenon. Netson Paut ANnperson, Los Angeles. 


On THE PRESENCE IN SYPHILITIC SERUM OF ANTIBODIES TO SPIROCHETES, THEIR 
RELATION TO So-CALLED WASSERMANN REAGIN, AND THEIR SIGNIFICANCE 
FOR THE SERODIAGNOSIS OF SyPHILIs. Harry Eacie and B. Hocan, 
J. Exper. Med. 71:215 (Feb.) 1940. 

Eagle and Hogan review the pertinent literature and report on experimental 
studies relating to the reasons for positive serologic reactions between syphilitic 
serum and alcoholic tissue extracts. They state the belief that the serum change 
in a syphilitic person is primarily an antibody response to Spirochaeta pallida. 
The reactivity with tissue lipoids, utilized in diagnostic tests, depends on a chance 
cross reacton resulting from related substances in S. pallida and tissue extracts. 
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The adsorption of syphilitic serum with cultured spirochetes results in the 
disappearance of Wassermann reactivity. The adsorption of syphilitic serum with 
tissue lipoids allows continued reactivity in undiminished titer with spirochetal sus- 
pensions. Thus the component of the spirochetes which cross reacts with tissue 
lipoids is only a part of the antigenic complex of the organism. 

These and other observations suggest that in many cases of syphilis in which 
there are negative reactions to the Wassermann and flocculation tests now in use 
the reactions may be positive when tests are made with spirochetal suspensions. 
Conversely, the serum may conceivably give false positive reactions with tissue 
extracts and yet give negative reactions when tested with a spirochetal suspension. 
The authors point out the importance of these concepts in relation to the specificity 
and sensitivity of serologic tests. 


Antrpopy FORMATION IN A TUBERCULOUS LESION AT THE SITE OF INOCULATION. 
Joun O. Westwater, J. Exper. Med. 71:455 (April) 1940. 


Westwater reports experimental studies on antibody production after heat- 
killed tubercle bacilli were introduced into the skin. Antibodies appeared in the 
lesion earlier than in the blood serum and therefore probably do not result from 
local accumulation following their production at other sites in the body. The data 
do not exclude the possibility of such formation at other sites. 


CANCERS DERIVING FROM THE VIRUS PAPILLOMAS OF WILD Rassits UNpeER 
NaturAL ConpiTions. JoHNn G. Kipp and Peyton Rous, J. Exper. Med. 
71:469 (April) 1940. 

Previous studies have demonstrated that papillomas of rabbits result from 
virus inoculation and their cells contain the virus. The association between the 
virus and subsequent carcinomatous changes has been less clear. The present 
study by Kidd and Rous shows that cancers derived from naturally occurring 
virus papillomas of cottontail rabbits contain the virus and develop directly from 
papillomas rendered neoplastic by the virus. Lyncu, St. Paul. 


EXPERIMENTAL INTRACUTANEOUS TUBERCULOSIS IN THE WHITE Rat. WILLIAM 
H. FetpMAN and ALFrep G. Kartson, J. Invest. Dermat. 3:107 (April) 1940. 
A localized, noncaseating, epithelioid, nodular type of tuberculosis (sarcoid) 
was induced in the skin of white rats with virulent tubercle bacilli, as in the work 
of Jadassohn. Significantly, perhaps, comparable lesions were not observed after 
the injection of nonpathogenic forms of mycobacteria. 


Contact Reactions 1n Atopy: II. Tue INctmpeENcE or Contact REACTIONS 
witH Various ALLERGENS. MurrAy ALBert and MatrHew WALZER, 

J. Invest. Dermat. 3:119 (April) 1940. 

Albert and Walzer present an unusual type of allergic cutaneous reaction. A 
group of atopic children were shown to give positive reactions to patch tests 
(vesicular) with the “protein” type of allergens, such as silk, feathers, goat and 
cow epithelium, pollens, orris root and other inhalants. The appearance of these 
positive reactions differed in many respects from those seen in patients with 
ordinary contact type dermatitis’ and in patch tests of patients with tuberculin 
hypersensitivity. 


Naits AND Natit CHANGES: II. Mopern Concerts oF ANATOMY AND Bio- 
CHEMISTRY OF THE HeENry Sitver and BerNnarp Cureco, J. Invest. 
Dermat. 3:133 (April) 1940. 

The anatomy and biochemistry of the nails are discussed. A new solvent is 
presented, teraalkyl ammonium hydroxide, which dissolves keratins (nails) in the 
cold. Davis, Nashville, Tenn. 


= 


554 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


DERMATORRHEXIS (EHLERS-DANLOS SYNDROME). C. H. J. Pediat. 14:632 
(May) 1939. 

Dermatorrhexis, or rupture of the skin, occurred in a boy aged 7% years. He 
showed the complete syndrome: hyperelasticity of the skin, looseness or hyper- 
laxity of the joints, dermatorrhexis or pronounced fragility of the skin and its 
blood vessels, the presence in certain locations of raisin-like molluscoid swellings 
and, finally, freely movable subcutaneous nodules. In such cases the molluscoid 
swellings are due to repeated hemorrhages into folds of skin and are found over 
the bony prominences, in this case over the heels. The subcutaneous nodules are 
thought to represent a departure from the normal growth of fat, namely, a budlike 
development of freely movable lobules from the subcutaneous fat. The resulting 
disturbance in vascular supply may constitute a factor predisposing to necrosis of 
fat and its calcification. Biopsy in this case as in the others showed a thin 
epidermis and replacement of collagen in the corium by dense elastic tissue. The 
patient was treated by supportive measures, i. e., by a high caloric diet and an 
abundance of vitamins, iron, various preparations of liver and small amounts of 
aminoacetic acid. Within sixteen months the boy gained 19 pounds (8.6 Kg.) and 
grew 3 inches (7.5 cm.), and injuries to the skin were reduced to a minimum. 


Cincinnati. [Am. J. Dis. 


ADVANCES IN TREATMENT OF DEMENTIA PARALYTICA BY COMBINED ARTIFICIAL 
FEveR AND CHEMOTHERAPY. A. E. Bennett, J. C. Niersen and A. H. 
Fecuner, Nebraska M. J. 25:1 (Jan.) 1940. 

In comparing the clinical rates of remission of dementia paralytica following 
the various types of treatment, Bennett, Nielsen and Fechner find that 12 per cent 
of patients obtained clinical remissions from chemotherapy (tryparsamide) alone, 
42 per cent from malarial fever followed by chemotherapy and 53 per cent from 
combined artificial fever and chemotherapy. Of 20 patients with early dementia 
paralytica, a full remission was obtained in 65 per cent and partial improvement in 
30 per cent. Complete serologic reversal of the spinal fluid was obtained in 40 
per cent, with partial reversal in 30 per cent, after combined artificial fever and 
chemotherapy. Of 10 patients suffering from dementia paralytica with tabes a 
full remission was obtained in 50 per cent and a partial remission in 30 per cent. 
The serologic reactions of the spinal fluid were reversed completely in 40 per cent 
and partially in 10 per cent. Of 28 patients with advanced dementia paralytica 
committed to a state hospital, 54 per cent obtained a full clinical remission and 
28 per cent a partial remission. A complete serologic reversal of the spinal fluid 
occurred in 28 per cent and a partial reversal in 50 per cent. Of 12 patients 
failing to obtain a full remission from malarial inoculation, 33.3 per cent obtained a 
full remission and an additional 25 per cent were improved after fever and chemo- 
therapy. The serologic reactions of the spinal fluid were reversed to negative in 
33 per cent and improved in 41 per cent. The results from artificial fever, fifty 
hours at a temperature above 105 F., combined with mapharsen for the entire 
group of 70 patients representing all stages of dementia paralytica were full 
remissions in 53 per cent and improvement in an additional 28 per cent. A 
complete serologic reversal of the spinal fluid occurred in 34 per cent, with 
partial reversal in an additional 37 per cent. Jj. A.M. A. 


PersonaLity Factors in NeuropeRMite. N. W. ACKERMAN, Psychosom. Med. 
1:366 (July) 1939. 

Ackerman considers the probable psychodynamic factors present in the case 
of a girl aged 14 who had a chronic ailment of the skin since the age of 2 years. 
The patient evidenced marked disturbance in character, in which aggressiveness, 
rebelliousness, vindictiveness and sexual promiscuity were conspicuous features. 
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The author concludes that the more or less constant tendency to excoriate the 
skin is chiefly an expression of self-destructive impulses arising from the patient’s 
unconscious conviction that she had caused her mother’s death. 


SCHLEZINGER, Philadelphia. [ArcH. Neuro... & Psycurat.] 


LYMPHOGRANULOMA INGUINALE IN IRAQ, WITH AN ACCOUNT OF A METHOD OF 
TREATMENT. S. ZAHAWI and F. Axrawt, J. Trop. Med. 43:67 (March 1) 
1940. 


The authors observed 53 cases of lymphogranuloma venereum in 1938 and 73 
in 1939. Of the ordinary drugs used in treatment antimony (by injection) gave 
the best results, especially in the early stages of the disease. In 5 cases sulfa- 
pyridine orally was without effect. The authors were favorably impressed with 
the results of treatment with a filtrate prepared from material from the infected 
glands. 

After incision, as much pus and secretion as could be collected from the 
glands were put in dextrose broth and placed in the incubator at 37 C. for three 
to five days. At the end of that time the material was filtered through a Seitz 
filter to remove gross particles and any contaminating bacteria. In the early 
stages of the work it was then heated at 60 C. for one hour on two successive 
days. Later it was used unheated, but only after tests on laboratory animals 
had shown it to be bacteriologically sterile and without pathogenic effect. 

The method of application of this filtrate was on dressings applied locally 
twice a day to incised glands. In some cases this filtrate was injected into the 
lips of the incision in amounts of 1 to 2 cc. 

After this treatment, on the second or third day the wound became clear, 
tenderness and edema disappeared and little exudate was left. The general 
appearance of the ulcer improved, and granulation tissue developed in the first 
week. Usually the patient had recovered completely in from sixteen to twenty- 
one days. 


THe TREATMENT OF Harry Toncue (Lincua NicraA). J. WALKER 
Toms, J. Trop. Med. 48:155 (June 1) 1940, 


The author defines black hairy tongue as “a rare condition in man due to the 
growth in the superficial tissues of the tongue of the fungus (Blastomyces) 
Cryptococcus vel Saccharomyces linguae pilosae. The false yeasts (Cryptococci) 
reproduce by budding and do not form mycelia or ascospores. Cryptococci 
(asporogenous yeasts) result when moniliae lose their power to form mycelia. 
Rhizopus niger and Nocardia lingualis have also been found associated with this 
condition.” 

Histologic examination of the hairs shows them to consist of a central core 
of nucleated epithelial cells surrounded by a zone of acellular keratin-like mate- 
rial. The prevailing view as to causation is that there is a primary hyperkeratosis 
of the tongue, associated with hypertrophy of the filiform papillae. 

The writer describes a case of black tongue of four years’ duration in a man 
in whom the condition had developed in India. It had been treated unsuccessfully 
by potassium iodide internally as well as by various local applications. As an 
experiment it was decided to administer potassium chlorate internally (5 grains 
[0.3 Gm.] three times a day). By the end of ten days the tongue was apparently 
normal, and there was no recurrence eighteen months after the treatment. 


Lupus EryTHEMATOSUS, AN ALLERGIC AND HypERERGIC MANIFESTATION. G. A. 
Rost, Bull. Soc. frang. de dermat. et syph. 46:1165 (Sept.-Oct.) 1939. 


The author concludes that lupus erythematosus is an allergic cutaneous reac- 
tion in a person who has an infection in another organ than the skin, usually in 
the lymph nodes. The infection may be either quiescent or active. It does not 
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appear to be important whether this infection is tuberculous, streptococcic or due 
to other organisms. Local trauma, such as light and cold, play a role in the 
localization. Rost feels that Streptococcus viridans is not rare as the “allergizing 


factor.” 


ReEsuLts oF BIisMUTH TREATMENT OF Lupus EryTHEMATOSUS. A. SEZARY and 
A. Horowitz, Bull. Soc. frang. de dermat. et syph. 46:1200 (Sept.-Oct.) 
1939, 

A total of 74 cases of lupus erythematosus were reported, with the following 
results: total healing, one to ten years, 35 (47 per cent); healing with relapse, 
12 (16.5 per cent); good result but incomplete healing, 11 (15 per cent); fair 
result, 7 (9.5 per cent); fair result, but too short a time to judge, 6 (8 per cent), 
and failures, 3 (4 per cent). 


SCLERODERMA IN Two CoNCENTRIC RINGS ON THE GLANS AND BALANOPREPUTIAL 
Sutcus. H. Goucerot and ANprE Basset, Bull. Soc. frang. de deriuat. et 
syph. 46:1326 (Sept.-Oct.) 1939. 

The patient, a man aged 19, contracted gonorrhea complicated by balanitis in 
May 1938, and this condition was followed by the appearance of the sclerotic 
lesions three weeks later. When the patient was first seen in May 1939, there 
were two rings of scleroderma, one on the glans and one in the balanopreputial 
sulcus. The intervening mucosa seemed normal. The meatus was contracted 
and infiltrated but seemed supple and normal. There were no other lesions on 
the body. 

In the discussion Clement Simon proposed a diagnosis of postoperative balanitis 
sclerotica obliterans of Stiihmer. He cited a similar case, that of an infant who 
had been circumcised, and stated that the condition was probably scleroderma 
localized to the glans. He stated that the disease was more common in the 
young, since circumcision was rare at other ages. 

Touraine described a case which he had observed characterized by typical 
balanitis xerotica obliterans and bandlike scleroderma of the abdomen and inguinal 
regions. He stated the opinion that the disease was a part of scleroderma. 

Laymon, Minneapolis. 


PerLicne (FAULECHEN, ANGULI Foetip1) AS A COMPLICATION OF SCARLET FEVER. 

A. Horrrncer, Ann. pediat. 155:9 (April) 1940. 

During the 1939 epidemic of scarlet fever in Basel, Switzerland, a very mild 
epidemic of slight and very slight perléche was observed, frequently as a true 
complication. This disease occurred more often than all the other complications. 
At the beginning of the epidemic it was observed in 43 per cent of all the patients ; 
it became more rare during the course of the epidemic but occurred still in 25 per 
cent of all the patients with scarlatina. 

The regularity of its occurrence, the course, the time needed for healing, the 
scar formation and the relapse of the perléche showed, during this epidemic, a 
certain parallelism with the general course of the primary disease, so that clinical 
conclusions about the reaction of the organism to the infection could be drawn from 
observation of the perléche. 

Perléche and the scar formation were of great importance for the late diag- 
nosis of abortive or undiagnosed scarlet fever. 

The occurrence of hemolytic streptococci in the majority of cases proves con- 
clusively that the perléche was specific for scarlatina during this epidemic. 

From AutHor’s SumMARY. [Am. J. Drs. 
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CLINICAL AND EXPERIMENTAL INVESTIGATION OF TRANSPLANTATION OF LIVING 
Hairs: I. TRANSPLANTATION oF Livinc Harrs on THINLY Harry or Bap 
Areas IN Human Berncs. S. Oxuna, Jap. J. Dermat. & Urol. 46:135 (Dec.) 
1939. 

The author has treated previously 200 patients with atrophic alopecia by trans- 
planting living hairs and has obtained good cosmetic results. In this article he 
reports the results obtained in 30 patients, of whom 20 had alopecia of the pubic 
region, 7 scars on the hairy part of the scalp, 2 alopecia of the eyebrows and 1 
a thin mustache. In all a good cosmetic result was obtained. The method of 
this operative procedur= consists in removing from the area of alopecia particles 
of skin by means of a metal trephine of 2 to 4 mm. in diameter and replacing them 
with particles of skin of the same size removed from hairy skin. The scalp proved 
to be the best material for transplantation. 


CLINICAL AND EXPERIMENTAL INVESTIGATION OF TRANSPLANTATION OF LIVING 
Hatrrs: II. Huistotocic OBSERVATIONS ON TRANSPLANTATION OF HAIRS IN 
Human Berncs. S. Oxupa, Jap. J. Dermat. & Urol. 46:136 (Dec.) 1939. 


In each of 2 women particles of skin were removed from the scalp by means 
of a trephine and transplanted into the skin of the arm of the same person. At 
different intervals these transplanted areas were excised and examined histologi- 
cally. In 2 other women heterotransplantation was carried out. In the first 
experiment (homoiotransplantation) the transplantation took well. Although the 
epidermis degenerated partially, regeneration took place later in the deeper tissues. 
The corium was at first infiltrated with cells but returned later to normal. Some 
hairs continued to grow after the transplantation; others fell out at first, but 
later new ones grew in. In the heterotransplantation experiment the transplanted 
particles of skin degenerated and disintegrated after about four weeks. The 
transplanted hairs fell out, and new ones did not grow. The cellular infiltration 
around the transplanted tissue was much more decided in this experiment than 
in that of homoiotransplantation. 


CLINICAL AND EXPERIMENTAL INVESTIGATION OF TRANSPLANTATION OF LIVING 
Hares: III. TRANSPLANTATION oF Livinc Hairs IN ANIMALS. S. OxuDA, 
Jap. J. Dermat. & Urol. 46:136 (Dec.) 1939. 


Homoiotransplantation and heterotransplantation of living hairs were tried in 
many rabbits, in guinea pigs and in a calf. In homoiotransplantation white hairs 
were transplanted into areas of black skin and black hairs into areas of white skin 
with success. In rabbits tactile hairs could be transplanted successfully to any 
area of the skin. In heterotransplantation all the experiments proved unsuccessful. 


CLINICAL AND EXPERIMENTAL INVESTIGATION OF TRANSPLANTATION OF LIVING 
Harrs: IV. Histotocic OBSERVATIONS ON TRANSPLANTATION OF Harrs IN 
Antmats. S, Oxupa, Jap. J. Dermat. & Urol. 46:137 (Dec.) 1939. 


The transplanted hairy skin in animals was excised after certain intervals and 
examined histologically. With homoiotransplantation there was first slight degen- 
eration of the skin, but soon regeneration took place. Slight cellular infiltration 
around the transplanted area disappeared gradually. Most of the transplanted 
hairs fell out at first, but later regrowth took place because the hair papilla was 
intact. With heterotransplantation degeneration of the skin took place, and there 
was decided cellular infiltration around the transplanted area. 


CLINICAL AND EXPERIMENTAL INVESTIGATION OF TRANSPLANTATION OF LIVING 
Harrs: V. CHANGES OF NeRvE Fiprits IN TRANSPLANTATION OF Hairs. 
S. Oxupa, Jap. J. Dermat. & Urol. 46:138 (Dec.) 1939. 

In experiments on homoiotransplantation of hairs in men and in animals the 
author found first degeneration of the nerve fibrils and later regeneration. With 
heterotransplantation, however, complete degeneration of the nerve fibers took 
place, the fibers disappearing entirely twenty days after the transplantation. 

Broom, New York. 


Society Transactions 


NEW ENGLAND DERMATOLOGICAL SOCIETY 
J. Harper Brarspett, M.D., President 
BERNARD AppeEL, M.D., Secretary 


Boston, Feb. 14, 1940 


Leiomyoma of the Skin. Presented by Dr. G. M. Crawrorp, Boston. 


S. S., a woman aged 40, has a few slow-growing small nonpruritic and non- 
inflammatory nodular tumors on her body and arms, which have been present about 
twenty years. The first lesion appeared in the pectoral region on the left side, 
and subsequent lesions have appeared at irregular intervals since. None has 
disappeared. The patient had primary syphilis about twenty years ago, but the 
tumors were present prior thereto. The treatment for syphilis has been irregular. 

There are present now small noninflamed and nontender nodules of moderate 
consistency on her body and arms, on the forearms, breast and chest. They are 
most profuse on the shoulders. The diameter of the lesions varies from 0.3 to 1 cm. 

Hinton and Wassermann tests of the blood gave positive results. She received 
antisyphilitic treatment for seven months, with no change in the lesions. Roentgen 
ray examination of the chest showed calcified tuberculous glands but clear lung 
fields. 

DISCUSSION 


Dr. F. P. McCartuy, Boston: In the treatment of this patient, would it not 

be advisable to try roentgen ray therapy on the basis of sensitivity of the unstriped 
muscle fiber? I had a case in which I used roentgen ray treatment, and the lesions 
disappeared rather promptly, although they were much smaller than those in this 
case. I used several fractional filtered doses of from 50 to 75 r. 


Poikiloderma Vasculare Atrophicans. Presented by Dr. C. Guy Lane, Boston. 


Two months ago bright red areas appeared on the knees of B. H. H., aged 55, 
which spread on her body and later faded, leaving pigmented areas. There was no 
pruritus and no history of ingestion of any drug. Six years ago she had a carci- 
noma of the breast removed, with no signs of recurrence. One year ago she had 
- one small area on the right thigh, which left a tan mark. 

Scattered on her legs and trunk are large patches of tan lesions with atrophic 
areas located within the lesions. 


Sarcoid. Presented by Dr. C. Guy Lane, Boston. 


Six months ago asymptomatic lesions appeared on the face of N. C., a barber 
aged 22. The lesions are scattered over the face and are especially prominent in 
the center. They are small, shining, tan-brown nodules. The discoloration does 
not disappear on diascopic pressure. 

Microscopic examination showed sarcoid. Roentgen ray examination of the 
chest showed a slight increase in the shadow of the hilus of the left lung. 

The patient has been on a high vitamin diet and has received intramuscular 
injections of bismuth subsalicylate. 

DISCUSSION 

Dr. J. H. Swartz, Boston: Clinically, I think that the condition does not look 
typical. Microscopically, however, there is no question about the diagnosis of 
sarcoid. The lesions have improved a good deal, and they also show a little central 
necrosis, which is unusual for sarcoid. 
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Dr. J. KAPLAND (by invitation), Boston: Two days ago the patient was given an . 
intradermal injection of old tuberculin in a dilution of 1 to 5,000, and that night 
and last night he noticed a chilly feeling and his temperature was 103 F. This 
morning he noticed the macular lesions on his arms and on his legs. The lesions 
are smaller, and the central necrosis has never been there before. A local reaction 
to the tuberculin did not develop. 


Dr. J. GoopMAN, Boston: It seemes to me that it would be of considerable 
interest to know the degree of sensitivity to tuberculin in this patient. A general 
reaction to old tuberculin in dilutions of 1:5,000 or 1:10,000 would seem to indicate 
that he must have a considerable degree of hypersensitivity. If he shows a 
reaction to tuberculin in dilutions of 1 to 1,000,000 or 1 to 100,000, I think that 
result would be so unusual that it would throw considerable doubt on the diagnosis 
of sarcoid. In the few cases of sarcoid in which I have had the opportunity 
to give that type of test, I have not found in 1 a positive reaction to a dilution 
greater than 1 to 10,000. In the large series which have been reported, mostly 
from abroad, I am sure that the sensitivity has usually been limited to dilutions of 
1 to 100 or 1 to 1,000. I think the tuberculin reaction is most unusual and throws 
considerable doubt on the diagnosis. 


Lichen Planus. Presented by Dr. J. H. Swartz, Boston. 


Three months ago pruritic areas developed on the hands of this 7 year old boy 
and spread to the forearms, arms, legs and thighs. Itching is severe, especially 
on the legs. 

There are now flat, violaceous papules on the boy’s extremities, many of which 
are linear in arrangement. The lesions on the legs are covered by white scales. 
Microscopic examination showed lichen planus. 


DISCUSSION 


Dr. F. M. THurmon, Boston: The lesions on the tongue of the patient are 
rather interesting. Dr. McCarthy pointed out the fact that the area of involvement 
is a smooth, glistening surface, with loss of the normal markings of the papillae, 
and that this was characteristic of lichen planus even in such a young person. 

Dr. F. P. McCartny, Boston: May I refer to the article “The Treatment of 
Leukoplakia Buccalis and Related Lesions with Estrogenic Hormone” by Ira T. 
Nathanson and David B. Weisboyer (New England J. Med. 221:556 [Oct. 12] 1939) ? 
There are no related lesions to leukoplakia, as leukoplakia is an epithelial reaction 
to injurious influences, with some inflammatory process in the tunica propria. The 
so-called related conditions referred to included hyperemic areas and diffuse 
stomatitis and possibly, in some cases, lichen planus. There is reference to a 
milky film and ulcerations and, in the absence of histologic examination, it is 
difficult to interpret the character of the lesions from the descriptions. Twenty- 
five of the 38 patients were females, some under 40 years of age, in few of whom 
one would expect to find leukoplakia, because the ratio of incidence is about 10 
male to 1 female. The improvement described in the article in the various oral 
lesions, particularly in the female, by the use of estrogenic substances, in the 
absence of a definite clinical or histologic diagnosis, does not impress one that the 
conditions treated were leukoplakia buccalis. 


Lupus Erythematosus Discoides; Erythema Induratum. Presented by Dr. 
M. M. Totman, Chelsea, Mass. 


For more than thirteen years L. M., a 35 year old bookkeeper, has had a 
dermatosis of her face and legs. She first came to the outpatient department in 
1928, when the diagnosis of lupus erythematosus was made. She was treated with 
intramuscular injections of a bismuth compound, and the condition responded well 
except for an area across the bridge of the nose, which left a residual scar with 
some erythema and telangiectasis. She has in the past four or five years had 
several slight recurrences in this area, all of which have responded to either gold 
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or bismuth therapy. She has in the past received solid carbon dioxide treatment 
and roentgen ray treatment of this area, both of which were used prior to the 
administration of either gold or bismuth compounds. Three years ago lesions 
developed on the lower parts of both legs; these were diagnosed as erythema 
induratum and responded quickly to gold treatment, but this was in the summer. 
Last winter she had another attack of erythema induratum, which again responded 
to gold therapy. Three weeks ago she again began to have lesions on the lower 
parts of her legs which are clinically consistent with the diagnosis of erythema 
induratum. 

The patient now shows across the bridge of the nose an area of atrophy with 
telangiectasia and erythema suggesting a reaction to roentgen rays. At the borders 
of this area there is active lupus erythematosus. She also shows on the lower 
parts of both legs numerous erythematous, somewhat tender and painful nodular 
lesions, which have not yet ulcerated. 


DISCUSSION 


Dr. M. M. Totman, Chelsea, Mass.: This is the first time I have seen the 
combination of lupus erythematosus with erythema induratum, but in going over 
the literature I found that Ludy and Corson (Ludy, J. B., and Corson, E. F.: 
Lupus Erythematosus, Arco. Dermat. & SypuH. 37:403-416 [March] 1938) 
reported 2 cases of lupus erythematosus associated with erythema induratum. 


Monilia Albicans Infection Involving the Fingers and the Right Ear. 
Presented by Dr. F. M. Tuurmon, Boston. 


Approximately six years ago, after she had washed clothes in a strong solution 
of lye, the fingers of J. G., aged 42, became painfully sore and an eruption appeared. 
Since that time the fingers and nails have been involved, at times being purulent, 
and loss of nails has occurred. Three years ago, following aching in and discharge 
from the right ear, there has been a slow-growing tumor-like infiltration of the 
right external ear, involving the canal, concha and lobe. During this time a dry 
circinate eruption has appeared on the areolae of the breasts. 

The fingers now show multiple chronic paronychia with only mild inflammation. 
There are deformity, ridging, stippling and partial loss of the finger nails, involving 
the second, third and fourth fingers of the right hand and the first, third and 
fourth fingers of the left hand. The web between the right middle and ring fingers 
reveals an “erosio interdigitalis.” The right ear presents marked edema and 
infiltration involving the external canal, and this process extends to involve the 
concha immediately surrounding the canal and downward to involve the lobe of 
the ear. This area is smooth and of dull erythematous color and is not painful. 
The base of the external canal is moist. There is a dry circinate patch on the 
areola of each breast. 

Cultures of the nails showed Monilia albicans. Cultures of the “erosio inter- 
digitalis” and of material from the right ear showed no growth of fungus, but blood 
agar plates revealed a colon bacillus. Microscopic examination of the ear revealed 
“lymphomatous infiltration of the skin.” 

The patient has received local applications of gentian violet, salicylic acid and 
sulfur ointment and various moist applications to the digits, which have not been 
effective. Also, she has received six low voltage roentgen ray treatments of 100 r 
each to the ear, which were not effective. 


DISCUSSION 


Dr. E. M. Rocxwoop, Boston: I suggest soaking the affected fingers in sodium 
perborate solution, 2 teaspoonfuls to half a glass of water, for fifteen to twenty 
minutes or as long as there is any effervescence. This may be done two to three 
times a day. At night she should make a paste of the sodium perborate with water 
and work it under the nail fold very gently with a cotton-tipped toothpick and then 
put on a rubber finger cot, without any other dressing. The object of the finger 
cot is to keep the paste moist as long as possible. 
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Tinea Versicolor; Tinea Corporis and Tinea Cruris. Presented by Dr. J. H. 


Swartz, Boston. 


For three months F. P., a 30 year old clerk, has had dermatosis of the trunk, 
left axilla, groins and intergluteal fold. It began in the groins and soon spread 
to the other areas. 

Scattered over the entire trunk are oval, tan, fine scaling patches of dermatitis 
of coin size. The left axilla, the groins and pubic regions, the intergluteal fold and 
an area on the right flank are involved by a superficial sharply demarcated 
dermatitis with scaling border. 

Culture of material from the border of the axillary lesion revealed Trichophyton 
rubrum. Microscopic examination of the tan lesions revealed tinea versicolor. 

The patient has received applications of a 50 per cent solution of sodium thiosul- 
fate, which cured the tinea versicolor and is helping the other lesions. 


DISCUSSION 


Dr. J. H. Swartz, Boston: This case was presented chiefly because of the 
striking configuration and extensive involvement caused by T. rubrum. There 
was, in addition, tinea versicolor, which cleared up with the usual treatment 
of sodium thiosulfate. In the cases which Lewis reported and the few in which I 
gave treatment the resistance to treatment was uniform. Much to my surprise, 
after using 50 per cent solution of sodium thiosulfate, the patient today shows a 
decided recession of the lesions. As far as the red color in the axillas is concerned, 
I may state that he has had it for a long time; this is known as trichomycosis 
axillaris, and according to Castellani, Actinomyces tenuis is the causal micro- 
organism. This condition is independent of the T. rubrum infection. In other 
words, this patient experienced infection with the following three organisms: (1) 
Microsporon furfur, the cause of his tinea versicolor, (2) A. tenuis, the cause of 
his trichomycosis axillaris, and (3) T. rubrum, the cause of the bizarre configur- 
ations on the trunk. 


Keratosis Follicularis (Darier). Presented by Dr. Bernarp Appet, Boston. 


Eleven years ago itching pimple-like lesions developed on the upper part of the 
back of H. R., aged 33, which gradually spread to involve most of the trunk and 
deltoid regions. For the past five years many large furuncles in the itching areas 
of the back have appeared. The itching is more severe in warm weather but does 
not interfere with sleep. 

The lesions are symmetric, most advanced in a diamond-shaped area on the 
back, involving the lower portion of the neck and the scapular regions. The lesions 
are less advanced on each side of the upper portion of the sternum and over the 
lower part of the sternum and upper part of the epigastrium. More discrete 
lesions are present posteriorly over each flank, over the lumbar and upper sacral 
portions of the spine and over the deltoid regions of the arms. The rest of the 
trunk and the lower extremities are not involved. On the back the skin over the 
scapular areas is thickened and roughened, with brownish pigmentation but with- 
out discrete papules. Elsewhere the lesions consist of raised firm papules about 
0.25 mm. in diameter and 0.5 mm. in height. In large areas the papules are 
confluent but still well defined and grayish brown. Usually toward the periphery 
of the confluent lesions there are discrete scattered papules varying from pale 
pink to gray-brown. There is slight erythema of the skin between the papules in 
many areas. There are superficial excoriations of the skin, and on the upper part 
of the back there are many deep-pitted scarred areas (healed furuncles). 

In the past the patient has been treated mainly with starch baths and calamine 
lotion, without appreciable relief. 


Mal Perforans; Tabes Dorsalis. Presented by Dr. Bernarp Appet, Boston. 


D. N., aged 73, was first seen in 1937 with typical tabes dorsalis with positive 
reactions of the spinal fluid, at which time he received no treatment. In October 
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1939, after having a callus on the right toe pared at the clinic, he was seen in the 
surgical department and a diagnosis of septic callus was made, followed by excision. 

Both big toes and the plantar surface of the right foot show three precipitous 
ulcerations with round, deep, ragged edges, with no inflammatory reaction but with 
hyperkeratosis of the periphery, 1 cm. in diameter. The lesions are clean, with no 
obvious infection. They are painless. 

Corresponding to the ulcer2tion at the fifth metatarsal of the right foot is a 
hard keratotic painful lesion of the left foot resembling the ulceration in the initial 
stage. 

The patient’s spinal fluid in April 1937 showed a positive Wassermann reaction 
and a positive colloidal gold curve; the same results were obtained in February 


1938. 
He has received thirteen intramuscular injections of bismuth subsalicylate to 


date. 


Urticaria Pigmentosa, Mixed Type (Nodular and Macular Lesions). 
Presented by Dr. M. M. Totman, Chelsea, Mass. 


Three days after a normal delivery M., now 8 months of age, showed evidence 
of generalized dermatitis. The father is living and well; 3 siblings are living and 
well. 

He was seen at the Lowell General Hospital, Lowell, Mass., on Aug. 9, 1939, 
when he was 5 weeks old, at which time he presented on the entire body, face and 
scalp numerous erythematous areas which at first sight appeared to be mere blotches 
but which when palpated were definitely elevated and thickened. On the dorsum of 
the left hand and wrist and on the left foot and ankle the skin was roughened and 
elevated, and on the adjacent skin there was decided prominence of the pilosebaceous 
orifices. A diagnosis of ichthyosis hystrix was made and hospitalization 
recommended. 

He was then lost sight of until November 7. The mother then gave the infor- 
mation that after the visit on August 9 the cutaneous condition became worse. 
Bullous lesions began to develop, which ruptured and left red, thickened areas, 
which became pigmented. She then took the child to the Infants’ Hospital in 
Boston, where the following information was obtained. 

“Physical examination revealed a well developed and nourished infant whose 
skin presented several types of lesions. There was a blotchy, irregular, brownish 
pigmentation. There were urticarial lesions which came and went, and on the 
face there were a few vesicles and bullae, some of which had recently ruptured. 
On the palms and soles there were small, red, irregular, indurated areas. The 
face had an aged look, with deep wrinkling about the eyes and mouth, but with no 
cracks or true rhagades. There was marked dermographia. The liver was 1 
fingerbreadth below the costal margin, and the spleen was 1% fingerbreadths 
below the costal margin. The remainder of the examination gave negative results, 
except for small palpable glands in both axillas and in the right epitrochlear region. 

“The clinical course was uneventful. No definite diagnosis was made, although 
the patient was seen by a number of observers. The lesions, which were urticarial 
in type, appeared and disappeared without any apparent stimulus. New bullae 
appeared only on the face. The patient was seen in consultation by a dermatologist, 
who stated that he thought the most likely diagnosis was urticaria pigmentosa but 
that the leonine facies was somewhat suggestive of leprosy. A smear of material 
from the bullae and one of the nasal secretion were negative for Hansen’s bacillus. 
It was felt that the only way to make a definite diagnosis was by biopsy, but the 
patient’s mother wished first to take him home for a long-awaited baptism. He is 
to return immediately thereafter for biopsy.” 

He was at the Lowell General Hospital from November 7 to December 19, 
with but little change in the condition; since then he has been at home, where his 
condition has remained unchanged, except that he has gained weight. 

The entire face and scalp are edematous, with numerous nodules and fissuring 
of the skin suggesting a leonine facies. On the body are numerous urticarial 
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wheals and bullae, several of the bullae being ruptured and crusted. The skin is 
generally dry and thickened, with numerous pigmented spots and roughened 
elevated patches of skin. There are numerous excoriations; dermographia is pro- 
nounced, and wheals can be easily elicited by rubbing the skin. 

The patient has been treated with lotions, salves, colloid baths Sobee diet, 
calcium gluconate, thyroid by mouth, estrogen in the diet, orange juice and cod 
liver oil, with no change in his condition. 


Schamberg’s Disease. Presented by Dr. F. M. THurmon, Boston. 


Approximately nine months ago a series of localized, discolored, slightly itching 
areas developed on the legs of R. D., a woman aged 42, while she was in the woods. 
Since that time the condition has become more extensive. Various local appli- 
cations have not cleared the areas. New ones have appeared. 

At intervals through the past ten years she has received injection treatment for 
varicose veins, approximately sixty-six intravenous injections of quinine hydro- 
chloride and ethylcarbamate having been administered, the last treatment on Jan. 
17, 1940. 

On the lateral surface of the left ankle and on the medial surface of the right 
ankle there are large bluish black pigmented areas of old subcutaneous hemorrhage 
marking the sites of previous varicosities. 

On. the anterior and lateral surfaces of the legs up to the knees there are sharpiy 
defined reddish brown patches made up of pinpoint-sized to pinhead-sized reddish 
puncta. Other, older areas show brownish yellow staining. These particular areas 
have no subjective sensation. 


Xanthoma Tuberosum Multiplex. Presented by Dr. M. M. To_man, Chelsea. 
Mass. 


Twenty-three years ago T. L., who was then 14 years old, noticed an eruption 
which first appeared on his right elbow. When he was 23 years old the eruption 
appeared on the buttocks. It has had its greatest spread in the last five years. The 
spread was insidious and gradual. He has noticed most rapid growth over points 
of pressure. At times the lesions have caused some pain. His grandfather and 
grandmother had diabetes. The patient had jaundice for three or four days as an 
infant. He has always liked fatty foods, such as chocolates, peanut butter, butter 
and nuts. He has always eaten a good deal of bread. 

On his palms, fingers, elbows, knees and buttocks are numerous nodules varying 
from the size of a pea to that of a large tumor mass, covering the elbow joint. 
The color varies from light yellow to deep yellow-brown. There is decided involve- 
ment over the articulation of the fingers. 

The patient has been given a low cholesterol and low caloric diet. 


Xanthoma Diabeticorum. Presented by Dr. M. M. Totman, Chelsea, Mass. 


Three years ago J. J. D. Jr., aged 49, was discovered to be diabetic. He was 
treated with insulin for a time and responded well. He then stopped taking insulin. 
Six months ago he began to complain of polydypsia, polyphagia and polyuria. He 
also began to have impaired vision and was easily fatigued. Three months ago 
small yellow “lumps” began to- develop on his knees and elbows. They did not 
itch but were painful when struck. The patient’s father, aged 70, has diabetes 
and recently had an amputation of the right leg owing to diabetic gangrene. 

There are numerous small, yellowish, pinkish yellow to dark yellow nodules 
on the elbows, knees and buttocks and several confluent larger nodules on the 
elbows. 

Microscopic examination showed fibroblastic proliferation in the subcutaneous 
connective tissue, involving the cutis in places. The cells tended to form nodular 
masses in many instances surrounding small irregular spaces containing an 
amorphous faintly staining material. Many of the cells about these spaces were 
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large and vacuolated (foam cells); some foreign body giant cells were present. 
Frozen sections stained with sudan IV showed numerous globules of fat and 
sheaves of slender crystals. 

Treatment has consisted of diet and insulin, and with the response the cutaneous 
manifestations have receded. 

DISCUSSION 

Dr. M. M. Totman, Chelsea, Mass.: The diagnosis of xanthoma diabeticorum 
in the second case depends entirely on what literature one reads. In some of the 
older textbooks and in the accepted dermatologic literature, xanthoma is so labeled 
when xanthoma lesions are seen in a person with proved diabetes. In the non- 
dermatologic medical reports, xanthoma diabeticorum is limited to severe diabetes 
with hypercholesteremia, in which the lesions resemble xanthoma but are more 
yellowish and more conical and have not the tendency to form the large plaquelike 
lesions that xanthoma tuberosum does. In this diabetic person the lesions have 
receded, after treatment with insulin, 60 or 70 per cent of what they were originally ; 
yet the pathologic report of the specimen is definitely that of xanthoma tuberosum 
with the regular foam cells that are seen in the other type. Xanthoma tuberosum 
of the hypercholesteremia type is supposed to respond to a low cholesterol diet. 
This patient was given a diet which is a modification by Tannhauser, and the 
lesions stopped getting larger ; he can now sit down with a good deal more comfort. 
Nevertheless, the cholesterol content of his blood rose from 330 to 410 mg. per 
hundred cubic centimeters. 


Dermatitis Herpetiformis. Presented by Dr. W. P. BoarpMan, Boston. 


In 1932 Mrs. A. D., aged 35, was treated for a fungous infection of the fingers, 
which was relieved in a few weeks with treatment. In August 1939 an eruption 
appeared on the left breast and later on the other breast, sternum and back. Since 
then it has spread over her entire body. The eruption is pruritic when the lesions 
are appearing. It always starts as blisters. She was first seen for this condition 
in October, and since then the rash has spread, involving the entire body at one 
time or another. It also appears in the scalp along the frontal border. 

The primary lesions are vesicles which soon go on to crusting occurring some- 
times in groups and sometimes singly. Scaling patches are left at the site and 
later pigmentation. 

Treatment with 5 per cent salicylic acid and sulfur ointment has relieved the 
lesions on the scalp somewhat, but they have recurred. Two small doses of 
roentgen rays had no effect. Ultraviolet radiation has been used, which at times 
relieved the itching somewhat and at other times had no effect. Solution of 
potassium arsenite U. S. P. had no effect. Ammoniated mercury ointment (5 per 
cent) had no effect. 

DISCUSSION 

Dr. W. P. BoarpMAN, Boston: The fact that so many scattered discrete 
vesicles have left no marks is unusual in dermatitis herpetiformis. 

Dr. J. H. Swartz, Boston: I do not think the facts that some of the lesions 
have cleared and that others have come are against a diagnosis of Senear-Usher 
syndrome. The lesion on the chest particularly has that lupus-erythematosus-like 
appearance, and yet it is moist, which is suggestive of Senear-Usher syndrome, 
The symmetry and the grouping seen in Duhring’s disease are absent here. 

Dr. KapiLanp (by invitation), Boston: I have studied 9 proved cases of derma- 
titis herpetiformis in which sulfanilamide was given. In every case, contrary to the 
6 cases reported in the literature, there was response to sulfanilamide. I have 1 
patient whom Dr. Swartz treated for several years who had dermatitis herpeti- 
formis for six years; he has received sulfanilamide now for three months and is 
comfortable. All his lesions have cleared except one or two on the elbows. The 
administration of sulfanilamide has to be regulated. One cannot give any definite 
doses, but ‘treatment is usually started with 30 to 60 grains (2 to 4 Gm.) a day, 
and then the dose is cut down gradually to 5 or 10 grains (0.3 to 0.65 Gm.) three 
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times a day. If this patient has dermatitis herpetiformis, sulfanilamide therapy 
should be tried. It is necessary to follow the white blood cell count regularly for 
at least the first ten to fourteen days. The patients I have treated have all been 
treated in the winter, when dermatitis herpetiformis is bad. 


Dr. J. H. Swartz, Boston: One patient whom I treated was very severely 
affected with dermatitis herpetiformis. I gave him 45 grains (2.9 Gm.) of sulf- 
anilamide a day and admitted him to the hospital, and within seventy-two hours 
from the time he was given the drug the itching had ceased almost completely, he 
was comfortable and the lesions had receded and continued to get better. Now it 
is two and one-half weeks, and he is receiving only 5 grains (0.3 Gm.) of sulf- 
anilamide three times a day without any new lesions forming and with the old ones 
disappearing. I do not believe that any harm can come to the patient from a main- 
tenance dose of 10 to 15 grains (0.65 to 1 Gm.) a day. Children have been given 
such doses for months without ill effect. 


Dr. M. M. Totman, Chelsea, Mass.: If one analyzes the cases that have been 
reported as instances of cures or excellent response to sulfanilamide, one will find 
practically always a vesicular disease; there must be something about the vesicle, 
either in its etiology or its pathology, that responds to sulfanilamide better than 
the papular or macular dermatoses. I recently had the same experience with 
another case of dermatitis herpetiformis, one in which there were extensive lesions 
on the face and scalp and in which in two days the severe itching gave way to 
complete comfort. Gradually the lesions disappeared; when the administration of 
sulfanilamide was stopped, the lesions began to recur. 


J. H. Brarspett, M.D., President 


Bernarp Appet, M.D., Secretary 


Boston, April 10, 1940 


A Case for Diagnosis (Schamberg’s Disease?). Presented by Dr. WmLLIAM 
P. BoarpMAN, Boston. 


N. C., a 45 year old housewife, has had a nonitching eruption which com- 
menced on the lower parts of both legs about three months ago and has spread 
progressively up the legs. There is no history of internal medication or of local 
application; she had injections for varicosities on the lower parts of the legs and 
on the thighs eight years ago. 

There are many irregular brownish red patches on the extensor aspects of the 
lower part of the legs, the thighs and the buttocks. The patches are rough on 
palpation and consist of confluent pinhead-sized circular pigmented lesions, which 
are especially evident at the periphery of the patches. 


DISCUSSION 


Dr. J. H. Swartz, Boston: The lesions are of the purpura type; they started 
in a number of places, and some areas are lichenified. The condition is consistent 
with the form of dermatosis which has been described as “Schamberg’s disease.” 


Dr. J. G. Downtnc, Boston: My diagnosis is contact dermatitis. Closer 
examination of the patches shows that they consist of minute vesicles and crusting. 
I believe the offending factor is rayon. 

Dr. Atsert Levenson, Bridgeport, Conn.: The lesions which the patient 
presents, namely, erythematous patches which are somewhat edematous, scaly 
and persistent, simulate the erythematous stage of acrodermatitis chronica 
atrophicans, 


— 


566 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Pseudopelade; Vitamin A Deficiency. Presented by Dr. JosepH Goopman, 
Boston. 

A white American woman aged 20, unemployed, has had a bald patch on the 
vertex of the scalp for six years, with atrophy and loss of hair over an area about 
1 by 1.5 cm. There was marked keratosis pilaris, generalized when first seen. 
Her diet had been adequate but relatively low in vitamin A, with no night blindness. 


DISCUSSION 


Dr. J. H. Swartz, Boston: I think I should consider scleroderma rather than 
any deficiency of vitamin A. 

Dr. E. L. Ottver, Boston: I think that from the history keratosis pilaris 
might be considered. I question whether vitamin A deficiency is responsible for 
the trouble on the scalp. 

Dr. JosepH GoopMAN, Boston: The question of the relation to vitamin A is 
one which seems to me to warrant discussion to a certain extent. In the past 
three years I have encountered about 10 cases of pseudopelade, and with 1 excep- 
tion there has always been associated keratosis pilaris. One wonders therefore 
what the relation is between the two. It seems to me likely that there is a relation. 
I feel confident that vitamin A deficiency may produce a picture which is like 
pseudopelade. Atrophy is present in this case, and one would not expect that 
to be cured by treatment with halibut liver oil. There has been definite improve- 
ment in the lesions elsewhere on the body. 


Vitamin A Deficiency, with Unusual Pigmentation. Presented by Dr. Joserx 
GoopMAN, Boston. 


A 28 year old Mexican woman for many years (perhaps since birth) has had 
a tendency to pigmentation wherever lesions of any sort have developed. For 
several years she has had an inadequate diet, particularly low in vitamin A. There 
are diffusely scattered areas of pigmentation on the entire surface of the skin, 
most evident on the face and neck. In addition, when she was first seen (December 
1939), there was generalized dryness of the skin with a decided degree of follicular 
hyperkeratosis. 

DISCUSSION 


Dr. Atrrep HoLitanper (by invitation), Springfield, Mass.: I think there is 
no question of the diagnosis of pigmentation. I should like to know more of the 
family history. I published a case of hereditary generalized naevus pigmentosus 
in the Archiv fiir Dermatologie und Syphilis in 1923, the case of a male patient 
and his 3 children with nevi all over the body. When I saw him again six years 
later, the picture of Recklinghausen’s disease had developed. I saw the same 
pigmented lesions and in addition numerous tumors. I think if one will look 
through the literature and follow these cases over a few years, one will find more 
cases of Recklinghausen’s disease developing from generalized pigmented nevi. 

Dr. C. P. Firzceratp, Worcester, Mass.: This woman has one-eighth Negro 
blood. She dyes or irons her hair. I wondered if that has any connection with 
the present condition. 

Dr. E. C. Wetse, Bridgeport, Conn.: I noticed that this girl also has nevi of 
various sizes and types. However, aside from the nevi, I think all the pigmented 
areas are the direct result of trauma or infection. The patient states that when 
she “gets a pimple or a boil, it leaves the condition” seen here. She also states 
that the condition has been present as long as she can remember. If this con- 
dition were Recklinghausen’s disease, I should think that many more definite 
lesions of that disease would be present by this time. 

Dr. Josepx GoopMan, Boston: In regard to the question of nevi I should like 
to call attention to the pigmented area present on the chest which was treated 
directly by exposure to ultraviolet radiation and has not faded perceptibly in about 
three months of observation. This pigmented spot is certainly the result of the 
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ultraviolet radiation and is not a nevus. I should be inclined to feel that the 
admixture of Negro blood has something to do with this situation. 


Dermatophytosis with Dermatophytids. Presented by Dr. Francis P. 
McCarty, Boston. 

R. R., a white schoolboy aged 11, first had tinea corporis of the chin in 1931; the 
next year he had a recurrence. In May 1939 dermatitis of both hands developed, 
with a pustular infection of the fingers. About 2 years ago a lesion developed on the 
outer aspect of the right arm, which has been present constantly and progressively 
since then. 

He now shows erythematous papules on the dorsa of the hands. All the 
fingers show erythematous, fissured, nonitchy scaly patches and leukonychia. On 
the outer aspect of the right arm and forearm are two large, oval, depigmented 
areas with surrounding hyperpigmentation, the result of tanning following exposure 
to the sun. There are some follicular papules at the outer border of the large 
upper lesion. The feet are clear. 

Direct examination of scrapings showed no fungi, and cultures showed only 
Staphylococcus aureus. The lesions are improving under treatment with an oint- 
ment containing salicylic acid and sulfur. 


DISCUSSION 


Dr. E. L. Otiver, Boston: There was very little indication of any fungous 
infection, to my mind. 


Tertiary Syphilis (Skin and Frontal Bone). Presented by Dr. Wittiam P. 
BoarDMAN, Boston. 

J. R., a white painter aged 55, came to the clinic of Boston City Hospital on 
March 8, 1940, having used only household measures of treatment previously. 
When he was 17 years of age he had urethritis with a swelling of the glans penis 
but no “open sore.” There is nothing else in the history which might be construed 
to have been a primary or secondary syphilitic infection. He has never had a 
blood test or injections for any sickness. He has been healthy except for the 
present illness. 

For three or four years he has been having “pimples” on the forehead which 
would come and go. In August 1939 one appeared which was larger than the 
others; it did not heal but continued to increase in size, and a large painless area 
of ulceration developed on the forehead. 

The lesion is an irregular ulcer on the forehead covering an area about 15 cm. 
in diameter. It extends from the zygoma on the right across the forehead to the 
left side. The eyebrow and the side of the upper lid are involved on the right, 
and the lesion recedes farther back from the brow on the left. The lesion is a 
mass of irregular, red, new-formed scar replacing the scalp in this region; the 
edge is crusted and nodular in the zygomatic region, and elsewhere the healing 
scar is covered with epithelium. In the center of this lesion the frontal bone is 
exposed and has no covering over an area 6 cm. in diameter. The bone is smooth 
and dry, but the surface of the outer table is porous, with numerous small pits 
where bone has been lost. The bone is firm, however. The edges of the scar 
tissue surrounding the open bone are smooth and dry. 

The results of the general physical and neurologic examination were negative 
except for deafness of several years’ duration, which probably has no relation to 
syphilis. 

DISCUSSION 

Dr. JosepH Mutter, Worcester, Mass.: An interesting feature of this case is 
that the patient, a native-born American, was going around with this condition of 
his forehead without seeing a doctor until last March. 

Dr. JosepH GoopMAN, Boston: I should like to say a word in regard to 
trusting to the Hinton test of the blood only. In the past two or three years 
there have been 3 instances at the Massachusetts General Hospital—l of con- 
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7 genital syphilis, 1 of secondary syphilis and 1 of tertiary lesions—in which the 
Hinton test of the blood was performed, and the result was repeatedly reported 

negative. Yet the Wassermann test of the blood gave a positive reaction. How- 
i : ever, with more concentrated dilutions, the Hinton reaction was found to be 
: positive. That indicates to me that at present one is safe in depending on neither 
: test alone but should preferably do both. This man apparently acquired syphilis 
: at the age of 17 and had no lesions until he was 50. That to my mind is an 
indictment of the proposition that latent syphilis showing only a positive Wasser- 
mann or Hinton reaction should not be treated. It seems to me essential to treat 
all patients with positive reactions unless it may be proved that the serologic 
rr reaction is falsely positive, the age and general condition of the patient being 
3 taken into account. 

Dr. J. G. Downtne, Boston: I do not think one can condemn any test on the 
statements received here today. We have all had experience with cases of secon- 
dary syphilis in which the reactions of the blood have been negative. 

Dr. Wirtt1amM P. BoarpMAN, Boston: I cannot agree with the opinion that 
every patient with latent syphilis ought to be treated. The condition that this man 
shows affects only the bone and skin and is not likely to be fatal; very seldom 
would it get so far before treatment. I have yet to see anything in the way of 
serious cardiac or spinal syphilis in a case in which the condition has been 
latent twenty to twenty-five years. Moore says that if cardiac or spinal syphilis 

ie does not develop in twenty-five years it is not going to. For the older patient, 
Ee whose treatment is more of a problem, certainly the risk of causing serious illness 
at and possible death is much greater than the probability of the latent syphilis caus- 

j ing death. I think one needs to use a great deal of judgment, taking into con- 
' sideratica the age of the patient, and not go by any hard and fast rules. I think 
. a patient 60 years old should not be treated if it is not known that the disease is 
Ey active; possibly an age of 55 should be the limit for treatment in a woman. I should 
i not treat a patient who had been symptom free for twenty-five years and whose 
spinal fluid was normal, even though the blood still gave positive reactions. 


, Dr. N. A. Netson, Winthrop, Mass.: The State Department of Public Health 
discontinued using the Wassermann test because it was expensive and insensitive. 
It was thought best, after much consultation with competent advisers, to perform 
one good test rather than one good and one poor one. The results were too con- 
fusing. Zone reactions are relatively few and not enough to warrant the cost of 
performing another test routinely. In case of doubt, a multiple tube Hinton test 
will be done, on request, and is being done now, routinely, on all specimens from 
children. 
Dr. JosepH GoopMAN, Boston: I do not know what percentage those 3 cases 
| were of the total number observed there. It is certainly small. I did not mean 
E to disparage the Hinton test but intended only to say that it sometimes may give 
negative reactions in the presence of active syphilis. Replying to Dr. Boardman’s 
remarks, I did not mean to state that a patient with a positive serologic reaction 
should always be treated. I certainly should not treat people of 65 or 70 who 
were infected at the age of 17, but if this patient had been taken five years ago, 
perhaps at 50, and treated for latent syphilis, it seems to me that, in the light 
of experience, the treatment would have been beneficial. 


A Case for Diagnosis (Early Mycosis Fungoides?). Presented by Dr. 
Grorce ScHwArTz, Boston. 

A white housewife aged 43 nine months ago first noted a circular raised scaly, 
itchy lesion about 1 inch (2.5 cm.) in diameter on her right thigh. About two 
months later multiple new lesions began to break out on the upper part of the 
trunk and on the neck and face. The circular lesion on the thigh was brownish 
“ red. The lesions on the face, neck and chest vary in size from 14 to 1 inch 
: (0.6 to 2.5 cm.) in diameter. The smaller lesions are circular; the larger are 
; oval, raised about %4¢ inch (0.16 cm.) above the surface, pale pink to brown-red, 
scaly and very itchy. 
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DISCUSSION 


Dr. BERNARD APPEL, Boston: I saw this patient some time ago, before the 
lesions became so infiltrated, and at that time my diagnosis was parapsoriasis. 
The section was seen by a dermatopathologist in New York, who stated that 
the histologic picture did not resemble parapsoriasis histologically but resembled 
a possible very early stage of mycosis fungoides. 


Mycosis Fungoides. Presented by Dr. Joun G. Downinc, Boston. 


J. R., a white man aged 30, a clerk, describes his own case as follows: 

“My work of the last five years has been of a sedentary nature. Exercise has 
been meager, and recreation has been of the nontiring sort. 

“The cutaneous condition first evidenced itself three and one-half years ago in 
a flaking patch of skin on the jawbone slightly forward of the lobe of the left ear. 
This patch appeared and disappeared at irregular intervals. Soon after this first 
incidence I noted that a flaky condition existed on the skin above the eyebrows 
and apparently was most noticeable after prolonged use of the eyes, as in driving 
or attending the theater. 

“After about a year of these symptoms a red patch appeared on the diaphragm 
about 3 inches [7.5 cm.] to the right of a line drawn through the center and 
2 inches [5 cm.] below the ribs at that point. This patch was elliptic and was 
studded with minute nodules. Its surface was at first moist as if a liquid were 
being exuded. After this the nipples became very sore, and then cracked and raw. 
This symptom vanished, however, in a few weeks, and the skin became a network 
of geographic patches which came and went for some time. The only parts of the 
body which have been completely free of disturbances are the hands and feet and 
the fleshy section of the buttocks. The chest and in lesser degree the back have 
been relatively unaffected. The center of the ailment has remained on the abdomen. 

“Certain glands have become enlarged from time to time during the course of 
the disease, notably those located on either side of the groin and those under the 
armpits. The glands in the neck have also been enlarged, particularly those 
situated near the muscular cords which serve to move the head. 

“The order of progression of a unit patch from its incidence to its disappearance 
seems to be: (a) deep pink, covered with large flakes of skin which may be peeled 
off, (b) lighter pink with smaller flakes and (c) lighter shades of pink covered 
with progressively smaller flakes until the patch is gone. 

“On various occasions during the past few years I have experimented with 
treatments. I have successively abstained from eating, for one week each, meats, 
fish and vegetables; then certain kinds of meats, fish and vegetables, as well as 
cheese, coffee, milk and bread. I stopped smoking for a week and tried the appli- 
cation of certain substances, like iodine, mild protein silver and dilute solution of 
silver nitrate. On the advice of a physician I used a compound which had a good 
effect during the period of its use. When applications were discontinued, however, 
the skin quickly reverted to its former state. 

“There appears to be a definite relation connecting the condition of the skin 
with the amount of sleep obtained, the amount of food consumed and the amount 
of energy given off throughout a stated time. I have kept records of these items 
over a representative number of days and find that too little or too much sleep, 
food or energy consumed causes the cutaneous condition to become worse. I have 
attempted to correlate these factors into a proper balance and have noted a con- 
siderable lightening of the general color and have contracted no new patches for 
several months.” 

DISCUSSION 


Dr. J. G. Down1nc, Boston: I should like to inquire how often the members 
have seen mycosis fungoides in a man 30 years old. 

Dr. Bernarp Appet, Boston: I should like the opinion of members of this 
society on reports published within the last year or two of the use of chaulmoogra 
oil esters in cases of mycosis fungoides. At present I have 2 patients with fairly 
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well defined mycosis under treatment with such a preparation, who are apparently 
benefiting somewhat from it. 

Dr. J. H. Brarspett, Boston: It is interesting to note that this man has had 
this condition since 1936 and has had no treatment. I suggest that unless roentgen 
rays are used pretty soon it will be too late. 

Dr. J. G. Downine, Boston: This patient first came to my office about a year 
ago, and at that time his eruption consisted of scaly plaques with no history of 
tumor formation. It resembled parapsoriasis, but on feeling of the plaques they 


_ appeared infiltrated. A biopsy revealed more characteristics of parapsoriasis than 


of mycosis fungoides. He was seen by another physician, who prescribed a salve 
which relieved him for a while. He is not receiving treatment because he has 


failed to report for treatment. 


A Case for Diagnosis (Tertiary Syphilis of the Skin? Erythema Indur- 
atum?). Presented by Dr. Bernarp Appet, Boston. 


G. P., a white woman aged 31, has had ulcers and scars on both legs for the 
past three years. The ulcers begin as small pustules which gradually enlarge 
and break down with formation of an ulcer. She had a miscarriage fifteen years 
ago, a few months after marriage, and no other pregnancies. There are now 
many sharply outlined and circinate ulcerations varying in size from 1.5 by 1 cm. 
to 5 by 3 cm. on both legs, with surrounding erythema and pigmentation. The 
edges are granular and slope inward to a moderately shallow base, which has a 
clean floor with some granulation. Two larger circinate ulcers on the left leg 
are on the site of an old burn. Several soft whitish scars on the calves and front 
of the legs are surrounded by an areola of pigmentation. Tender spots are present 
over the center of the tibia. 

The von Pirquet cutaneous test and the Mantoux cutaneous test with a dilution 
of 1 to 1,000 both gave negative reactions. A culture of material from the ulcers 
showed hemolytic staphylococci and streptococci. The Wassermann and Hinton 
reactions of the blood were negative. 


DISCUSSION 


Dr. E. L. Ottver, Boston: The patient said these lesions started with small 
superficial pustules. It does not seem to me that there is enough induration to 
suggest erythema induratum; neither does the condition look like any form of 
syphilis that I know of. 

Dr. W. B. Cowen, Providence, R. I.: I suggest a diagnosis of dermatitis 
factitia from the fact that she seemed very willing to exhibit her lesions and also 
from the history and progress of her lesions under the treatment outlined by 
Dr. Appel. 

Dr. E. C. Weise, Bridgeport, Conn.: I should also make the same suggestion 
(dermatitis factitia). With several examiners in the room she is most willing to 
stand up, lie down or do anything to exhibit her lower extremities to all present. 
I should like to make the additional suggestion of a bromoderma because of the 
history of these lesions starting as actual pustules. 

Dr. J. H. Swartz, Boston: Those lesions are symmetric, bilateral, starting as 
pustules, breaking down as ulcerations and of long standing and are consistent 
with dermatitis nodularis. This has often been associated with dermatitis factitia. 


Urticaria Pigmentosa. Presented by Dr. Wrt1am P. BoarpMAN, Boston. 

M. A. D., a girl 3% years old, with light hair and fair skin, has blotchy pig- 
mented areas on the entire cutaneous surface exclusive of the palms, soles and 
nail beds, varying in size from tiny spots to large irregular pigmentations on the 
trunk, the largest measuring 6 cm. across. To the touch they are moderately 
rough and slightly elevated toward the center, but they merge imperceptibly with 
normal skin at the edges. To the eye they are sharply demarcated and vary in 


| 
4 
| 
ig 
4] 
f 


SOCIETY TRANSACTIONS 571 


color from small fawn-colored spots to larger brown ones, some with a purple 
tinge. In some of the lesions there is slight hypertrichosis. Three lesions are 
particularly interesting. One of these is just above the left gluteal region, from 
the middle of which a biopsy specimen was taken with a punch two years ago. 
The resulting wound healed with skin of normal texture, making sharp contrast. 
On the inner surface of the right thigh next to the vulva and in the inguinal fold 
are two light bluish brown lesions which are elevated 5 cm. One is soft to pal- 
pation and the other firm, almost keloidal to palpation. Moderate dermatographism 
exists on areas of normal skin but is prominent on most of the pigmented lesions. 
The mother has occasional urticaria. 


DISCUSSION 


Dr. WiLttAM P. BoarpMAN, Boston: Urticaria pigmentosa at birth seems 
rather unusual to me. I looked up the literature and found 1 case described with 
lesions at birth. In the case presented today the lesions have not increased in 
number, so the mother says, since birth. I understand there are usually crops 
of new lesions from time to time, but in this case there are no new lesions. There 
is a possibility of some form of nevus. 


Secondary Syphilis or Sulfanilamide Eruption and Hepatitis. Presented 
by Dr. Witttam P. BoarpMAN, Boston. 


J. B., a Portuguese man aged 31, had a generalized eruption for ten days. He 
states that he had no penile or oral sores but that he did have gonorrhea in 1928 
and was treated for two years by a private physician for this, receiving about 
eight injections in the arm and hip. He does not know if he had a blood test. 
He was well until January 1940, when a slight urethral discharge started which 
became worse, and about March 15 or 20 he went to the Boston Dispensary, 
where he was given tablets containing methylthioninechloride, nicotinic acid and 
sulfanilamide. He took four tablets four times a day until March 30, when he 
became ill and had a chill. The following morning he noticed a swelling about 
the eyes, nose and forehead and a rash on the trunk and extremities. He had 
headaches and vague pains in the joints but no sore throat. 

There is a yellow tinge to the conjunctiva and skin generally, which is difficult 
to detect because he is dark. On the forehead, lids, nose and cheeks is a flat 
pigmentation which is slightly scaly, giving the impression of pigment following 
recent erysipelas. On the mucous surface of the upper lip is an oval white super- 
ficial erosion, 1 cm. in its longest diameter. On the mucous membrane of the 
cheeks and tongue are six or eight irregular yellowish white ulcers 1 to 2 mm. 
in diameter. These are not tender. The pharynx is normal. There is no eruption 
elsewhere on the head and neck. 

Scattered over the back and chest is a generalized eruption of about thirty 
lesions. There are deep red macules and maculopapules from 5 to 15 mm. in 
diameter, some with a slight central scale. There are none on, or within 8 inches 
(20 cm.) of, the genitalia or arms. There is a similar eruption, but more profuse, 
over the extremities which proximally is follicular. There are some on the dorsa 
of the hands and feet but none on the palms and soles, and there are more on the 
extensor than on the flexor surface. The external genitalia are normal except for 
a slight induration of the dorsum of the corona with no overlying scar. The super- 
ficial lymph nodes are not felt-except a palpable left epitrochlear and slightly 
enlarged posterior cervical node. The temperature is elevated 1 to 2 degrees F. 


Erythema Figuratum. Presented by Dr. BerNarp Appet, Boston. 


A. C. H., a white housewife aged 47, showed at her first visit many ring-shaped 
lesions of several weeks’ duration, of all sizes, occurring singly and in groups 
over the trunk, arms and legs. The edges of the lesions were slightly raised, cir- 
cular and bright red, with normal skin in the centers. One week later many 
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lesions joined and took on gyrate and circinate forms. The edges are about 4 mm. 
wide. Itching is present to some degree. Previous to the appearance of the 
eruption she was a patient in the Boston City Hospital with pyonephrosis. 


DISCUSSION 

Dr. Bernarp AppEL, Boston: I think this condition fits in with the type also 
known as erythema annulare. She has a history of rheumatism and presents 
typical lesions which remain for a long time and thus indicate an entirely different 
type than the annular type of erythema multiforme. 

Dr. F. M. Tuurmon, Boston: I suggest that this case be followed carefully, 
with biopsy. I know 2 similar cases followed over a long period in which the 
final diagnosis was myccsis fungoides. 


Chancroid. Presented by Dr. Bernarp Appet, Boston. 

E. S., a Negro laborer aged 32, presents two small ulcers on the glans 
penis and bilateral inguinal adenitis. About six weeks ago the patient had an 
illicit sexual exposure, which was followed in four or five days by a small sore 
on the penis and swelling in the groin two days after the appearance of the sore. 
A fluctuant inguinal adenitis on the right side was incised and drained on March 
11, 194C and healed promptly. There are two irregular punched-out ulcers on the 
glans penis, one on each side of the meatus but not involving the meatus. The 
larger is on the right and measures 1 cm. across; the smaller is 0.5 cm. in diameter. 
These are painful and tender; the edges are irregular and firm, and the base has 
a gelatinous secretion. The inguinal nodes are not palpably enlarged now, and the 
right one shows a linear scar. 

Stained smears of the material from the ulcers as well as of the pus from the 
inguinal node showed neither Donovan bodies nor Ducrey bacilli. Dark field 
examinations for spirochetes gave negative results on several occasions. The 
Hinton reaction of the blood was negative three times. The Frei test gave negative 
results after two weeks’ observation. Yesterday the patient was tested intra- 
dermally with Lederle’s Ducrey vaccine, and the reaction today is positive. 


DISCUSSION 


Dr. Bernarp Appet, Boston: I should like to suggest a wider use of Lederle’s 
product, which is similar to the Dmelcos preparation for the diagnosis of chancroid. 
It is called Ducrey vaccine and is made according to the method devised by 
Greenblatt, of the University of Georgia. I have had occasion to use this material 
several times, but this case is the first in which I have seen a positive reaction; 
the negative reactions, of which I have seen a number, are definitely negative 
within twenty-four hours, and practically every evidence of irritation is gone. 
Now that this patient shows a fair positive reaction to a test with this Ducrey 
vaccine, I feel that chancroid is the most likely diagnosis. 
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Pyoderma Faciale. Presented by Dr. H. N. Core and Dr. James R. Driver. 


H. M. L., a single, obese woman aged 42, was treated by us in 1927, at the age 
of 29, for severe acne vulgaris of the face, chest and back. The response to 
roentgen ray therapy was satisfactory, and for the following twelve years she 


had no exacerbations. 
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On about March 10, 1940 a diffuse redness appeared over the central portion 
of the face. In the following two weeks the eruption became deeper red, almost 
a cyanotic color, associated with the development of superficial and deep abscesses, 
pustules and cystic areas. This development was almost explosive, very severe 
and associated with considerable pain and swelling. Many of the pustules and 
abscesses ruptured, discharging a yellowish purulent material. 

The eruption is limited to the central portion of the face, involving the fore- 
head, nose, cheeks and chin. The sharply delimited involvement is striking (fig. 1). 

There is no history of drug ingestion. Iodides and bromides have not been 
taken, and iodized salt has not been used. For the past eight weeks she has been 
treated with the local application of boric acid compresses, with intramuscular 


Fig. 1—Pyoderma faciale. 


injections of a milk preparation and estrone (theelin) and with four exposures to 
lightly filtered roentgen rays. Decided improvement has resulted. This condition 
seems to fall in the group described as pyoderma faciale by O'Leary and Kierland 
(O’Leary, P. A., and Kierland, R. R.: Pyoderma Faciale, Arcu. Dermat. & 
Sypn. 41:451-462 [March] 1940). 

DISCUSSION 


Dr. H. J. Parkuurst, Toledo, Ohio: I agree with the diagnosis. An occa- 
sional case of this type is encountered. In the past patients with this condition 
have been very troublesome to treat. I think dermatologists are indebted to 
O’Leary and Kierland for therapeutic suggestions. I have 1 patient with this 
disease who had consulted Dr. O’Leary and whose condition cleared up completely 
when he followed the latter's treatment, as outlined in the recent paper. 
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Subcutaneous Fibroid Nodule of Syphilis. Presented by Dr. Frank M. 
McDona Lp. 


G. G., a white man aged 55, was first seen on April 16, 1940, because of 
varicose veins, phlebitis of the right saphenous vein, varicose dermatitis of the 
left leg and infectious eczematoid dermatitis of the extremities. The phlebitis and 
dermatitis disappeared rapidly under treatment. During the course of the exam- 
ination a lump was noted on the right arm, which the patient had had for several 
years. 

The marital history revealed that a daughter aged 22 had suffered epileptic 
attacks since the age of 6 years. 

The patient had a gonorrheal infection complicated by a penile lesion in 1910. 
The genital lesion had been cauterized by the attending physician. No serologic 
tests of the blood had ever been made. 

The patient is well nourished, stocky, middle aged and in no acute distress. 
The skin is essentially normal. Over the olecranon process of the right elbow 
there is a subcutaneous nodule, 2 cm. in diameter, which is firm and seems lobu- 
lated. Moderately pronounced varicose veins can be seen on both legs. An 
atrophic scar is found on the dorsum of the penis just behind the coronal sulcus, 

The blood pressure was 150 systolic and 105 diastolic. The heart was within 
normal limits. The liver edge descended 3 fingerbreadths below the right costal 
margin on deep inspiration and was slightly tender and smooth, but no nodules 
were felt. 

The urine was normal except for containing a slight amount of albumin. There 
were 17,750 leukocytes, with 87 per cent polymorphonuclear leukocytes. Serologic 
tests for syphilis gave positive results on two occasions. Examination of the spinal 
fluid showed no cells, a 1 plus reaction to a Pandy test, a negative reaction to a 
Ross-Jones test, a normal gum mastic curve, negative Wassermann reactions with 
0.1 cc. and 0.5 cc. and a 3 plus reaction with 1 cc. 

Injections of bismuth compounds at first in soluble form and later in insoluble 
form have been administered for the syphilis. The patient has also been given a 
saturated solution of potassium iodide, 10 grains (0.65 Gm.) three times a day. The 
subcutaneous nodule has decreased only slightly in size so far. 


DISCUSSION 


Dr. Ciype L. Cummer: I should like to ask how one could definitely rule out 
a lipoma. The lesion seems rather soft and freely movable. 

Dr. H. N. Cort: The process is much softer and has regressed considerably 
since the patient has had antisyphilitic therapy. 

Dr. FranK M. McDonatp: This patient was presented merely because the 
finding was rather uncommon. This condition was described in detail in 1924 by 
Jeanselme| (Jeanselme, E.: Juxta-Articular Nodules, Paris méd. 1:242-250 
[March 15] 1924), and there have been but few reports in the literature since. 
Stokes stated the belief that this manifestation of syphilis is not so rare as the 
literature would lead one to believe but is often not diagnosed because it is not 
looked for, 


Porokeratosis (Mibelli). Presented by Dr. H. H. Jounson Jr. 


W. N., a Negro aged 25, presented from the department of dermatology and 
syphilology, the University Hospitals, has had a small, circular lesion on his left 
buttock for three years. It has changed but little during this time. It was moder- 
ately tender and has scaled slightly about the edges, according to the patient. The 
history was otherwise noncontributory. 

On the skin of the left buttock there is an oval lesion 15 mm. in diameter with 
a sharply demarcated, elevated, hyperkeratotic, slightly scaling border. The inner 
edge of the elevated border shows a very narrow, sharply bordered furrow, and 
the skin enclosed by this furrow is atrophic, showing fine wrinkling and absence of 
hair. The whole lesion is moderately hyperpigmented. 
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The urine and a hemogram were normal. Serologic tests for syphilis gave 
negative results, 

A histologic section grossly could be seen to consist of two parts, one showing 
normal epidermis and the other atrophic epidermis, the two areas being separated 
by a hyperkeratotic ridge and a closely adjacent furrow. Microscopic examination 
showed that in the center of the section there was a depression of the surface of the 
epidermis occupied by a large horny plug, containing the remains of nuclei. The 
subjacent corium showed a moderate infiltration of the papillary region with mono- 
cytic cells with large clear nuclei, a small number of lymphocytes and plasma cells 
and some dilated endothelium-lined spaces, as well as a few chromatophores. In 
the central atrophic area there was thinning of the malpighian layer and disappear- 
ance of some of the rete pegs. On the surface there were one or two horny plugs. 
Beneath this area there was hardly any infiltration. In the corium beneath the 
normal skin there was mild infiltration about the vessels and cutaneous appendages. 


DISCUSSION 


Dr. H. N. Core: Clinically the condition looks a little like tuberculosis 
verrucosa cutis, unless it is examined very closely and the raised wall around the 
borders noticed. The location of the lesion is unusual. 


Dr. Ropert E. Barney: I think that in all probability the clinical picture 
might also be masked because of the location of the lesion. Pressure here might 
change the picture. If the lesion were on the hand, I think it might be more typical. 


Contact Dermatitis Due to Nickel. Presented by Dr. H. H. JoHnson Jr. 


L. T., a woman aged 24, presented from the department of dermatology and 
syphilology, the University Hospitals, has noted for one year an irritation of her 
auricular folds at the site of contact with the frames of her eyeglasses. Since her 
employment, beginning in July 1939, in placing spokes in chromium-plated bicycle 
wheels, she has noted a pruritic eruption in the cubital fossae and on the fingers. 
She has also noted pruritus and erythema in the presternal area and over her right 
flank at the site of “zippers” on her sweater and girdle, respectively. 

When she was first seen, in December 1939, there were erythema and scaling 
in the areas named, with some vesiculation on the fingers. 

A patch test with metallic nickel gave a strongly positive reaction with vesicu- 
lation in forty-eight hours. 

Since first seen the patient has had exacerbations and remissions of the derma- 
titis on the fingers and in the cubital fossae related to the regularity of her 
employment. 


DISCUSSION 


Dr. I. L. Scoonserc: I should like to ask whether any areas were touched by 
her girdle when the dermatitis developed. 

Dr. H. H. Jounson Jr.: The patient had dermatitis at the site of the garters 
and the zipper. 

Dr. BENJAMIN Levine: Is she also sensitive to chromium? 

Dr. H. H. Jounson Jr.: The chromium plating is a nickel alloy. 

Dr. Ropert E. Barney: I think it is interesting that the dermatitis did not 
appear until the patient had worked at her occupation for two months. Then the 
eruption began and has persisted. 

Dr. H. A. BrunstinG: I agree with the diagnosis. However, the circum- 
scribed involvement in the cubital fossae might suggest atopic dermatitis. It has 
been shown by Sulzberger and Goodman (Sulzberger, M. B., and Goodman, J.: 
The Relative Importance of Specific Skin Hypersensitivity in Adult Atopic 
Dermatitis, J.A.M.A. 106: 1000-1003 [March 21] 1936) and others that the skin of 
atopic persons may exhibit a nonspecific response (inherent sensitivity) to patch 
tests with nickel, potassium arsenite, potassium iodide and other substances. 

Dr. H. H. Jounson Jr.: She has carried bicycle rims on her arm in connection 
with her work, so there is definite evidence. 
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Erythema Induratum with Nonsuppurative Caseous Tuberculosis of a 
Cervical Lymph Node. Presented by Dr. H. H. Jonnson Jr. 


M. B., a poorly nourished Negress aged 58, presented from the department of 
dermatology and syphilology, the University Hospitals, complained of “knots in 
the calves of her legs for four years,’ which occurred after slight trauma and 
lasted from one to two months, 

In 1936, while nursing a relative with pulmonary tuberculosis, she had “pleurisy” 
lasting one month, and five months later the lesions began to develop on the 
posterior aspect of the legs. In February 1939 many of these lesions developed, 
and they have been tender and painful since that time. For the past month she 
has had night sweats. She has been treated for late latent syphilis for one year. 

Over the posterior and lateral aspects of both legs there are tender, indurated 
areas from 1 to 4 cm. in diameter. The skin over these areas is erythematous, 
dry, shiny and scaling. There is a firm, nontender supraclavicular node on the 
left side, 2 cm. in diameter. 

Percussion of the chest revealed diminished resonance at the base of the right 
lung, and the breath sounds were decreased in this location. 

The urine and a hemogram were normal. The Wassermann reaction of the 
blood was negative, but the Kline diagnostic test gave a strongly positive reaction. 
The Mantoux test gave a positive result with a dilution of 1 :100,000. 

Histologic examination of tissue removed from a cervical lymph node showed 
caseous tuberculosis containing acid-fast bacilli. Histologic examination of tissue 
from a lesion on the leg revealed a sparse lymphocytic perivascular infiltration in 
the cutis, with an inflammatory nodule of the fibroadipose tissue showing central 
necrosis and a diffuse infiltration with lymphocytes and large mononuclear cells 
through the septums of the connective tissue. There were large numbers of dis- 
tended histiocytes with vacuolated cytoplasm and moderate numbers of foreign body 
giant cells. No epithelioid or Langhans giant cells were seen. 

A roentgenogram of the chest showed streaky shadows of increased density 
radiating from hili “probably representing passive hyperemia.” The left costo- 
phrenic sinus was partially obliterated by adhesions. 

During three weeks of hospital care the lesions on the legs have improved. The 
temperature has varied from 37.8 to 39.5 C. (100 to 103 F.), with a gradual 
tendency to subside. 

DISCUSSION 

Dr. Georce H. Curtis: I should like to ask the presenter what distinction he 
makes between foreign body giant cells and Langhans giant cells. As I understand 
it, most pathologists now make no distinction. 

DreH. H. Jonnson Jr.: I am not in a position to state the distinction, but I 
feel sure that many pathologists continue to make it. 


Chronic Undermining Ulceration of the Skin Due to a Microaerophilic 
Beta Hemolytic Streptococcus. Presented by Dr. H. H. Jonnson Jr. 


M. S., a woman aged 24, presented from the department of dermatology and 
syphilology, the University Hospitals, has had an ulcer on the lower part of the 
abdomen for two months. Since the age of 16 she has had moderately severe acne 
on the back and on the face. In 1936 she had an infection of her right middle 
finger, which was slow to heal, and in 1937 an extensive undermining ulceration of 
the left leg, which required six months to heal, in spite of application of many types 
of local antiseptics and roentgenotherapy. At that time a biopsy was performed, 
which showed acute and chronic inflammation of the skin. Aerobic culture of 
material from the lesion on the leg showed Bacillus coli and staphylococci. No 
anaerobic cultures were taken. In 1938 she had an ulceration of the left wrist, 
which persisted for five months, and in 1939 a similar lesion appeared on the left 
hip. 

In March 1940 a small vesicle developed in the right genitocrural fold, which 
ulcerated and enlarged slowly. Two weeks later similar lesions occurred over the 
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symphysis pubis and the lower portion of the abdomen. Since that time these 
ulcerations have continued to enlarge in spite of local applications of boric acid 
compresses, potassium permanganate compresses and gentian violet solution. 

On the lower part of the abdomen, extending between the iliac crests, there 
is an ulceration 20 by 8 cm. in diameter. The border is elevated and undermined 
from 0.5 to 1 cm. The undermined border contains purulent necrotic tissue. The 
base is rather superficial and, though purulent, shows healthy granulations. A 
similar ulceration, 3 cm. in diameter, is located just above the mons veneris, and 
there are smaller ulcerations in both genitocrural folds. From below the left knee 
to just above the ankle there is a thin atrophic scar, with many superficial purulent 
ulcerations of this area, which do not show undermining. The spleen was palpable 
on deep inspiration. 

The urine was normal. The white cell count was 5,500, with 55 per cent poly- 
morphonuclear leukocytes, 34 per cent lymphocytes, 10 per cent monocytes and 1 
per cent basophils. Serologic tests for syphilis gave negative results. 

A gram stain of pus from the ulcer showed gram-positive cocci singly, in 
pairs and in short chains. Sodium hydroxide preparations revealed no hyphae or 
yeastlike organisms. 

Cultures of pus from the undermined border on brain broth medium showed 
gram-positive streptococci and B. coli. Blood agar plates showed no growth 
aerobically. Anaerobically there were numerous pinhead-sized, smooth colonies 
which showed slight beta hemolysis; these were gram-positive streptococci. Pour 
plates of this culture showed more extensive beta hemolysis in the depths of the 
plate. Cultures on Sabouraud’s medium were negative. 

Histologic examination of tissue excised from the edge of the ulcer on the 
abdomen showed chronic inflammation with large numbers of lymphocytes and 
plasma cells and an occasional foreign body giant cell. 

On May 13 the ulcers were thoroughly debrided surgically, and since that time 
the patient has been treated with zinc peroxide dressings, with definite improvement. 
On May 18 she was given sulfanilamide by mouth, and this treatment has been 
continued to date. The sulfanilamide level in the blood on May 21 was 10 mg. per 
hundred cubic centimeters. There has been no further undermining of the ulcer, 
and epithelization has begun. 

DISCUSSION 


Dr. H. A. Brunstine: I think if one saw this patient for the first time today, 
one might suggest the possibility of dermatitis factitia. The ulceration is very 
superficial, has a peculiar configuration and certainly is within the reach of the . 
patient. 

Dr. H. N. Core: I of course thought of factitious dermatitis, but the lesion had 
the characteristic overhanging edge that was undermined, the bacteriologic investi- 
gations confirmed the diagnosis that has been made and the patient is responding 
well with the zinc peroxide therapy. Dr. Johnson has been interested in this con- 
dition, since this is the second patient my associates and I have followed in whom 
the process has responded to this form of therapy and to practically nothing else. 


Dr. Crype L. Cummer: I should like to ask Dr. Johnson what technic is used 
for the anaerobic cultures. 


Dr. H. H. JoHnson Jr.: Meleney and Johnson (Meleney, F. L., and Johnson, 
B. A.: Further Experiences in the Treatment of Chronic, Undermining, Burrow- 
ing Ulcers with Zinc Peroxide, Surgery 1:169, 1937; The Prophylactic and Active 
Treatment of Surgical Infections with Zinc Peroxide, Surg., Gynec. & Obst. 
64:387, 1937) outlined a specific procedure to be followed in the treatment. A 
mixture of zinc peroxide (the active ingredient of a fine white powder containing 
zine peroxide), 45 to 50 per cent, zinc hydroxide, 35 to 40 per cent, and zinc car- 
bonate, 10 to 15 per cent, is sterilized in lots of 10 to 50 Gm. by heating to 140 C. 
for four hours. Before each application the powder is mixed with enough distilled 
water to make a creamy suspension, and then the mixture is applied liberally so 
that it reaches the depths of the wound; in certain instances of extensive lesions 
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4 gauze wet with the material may be used to fill the large spaces, and this is 
a covered with an air-tight dressing of petrolatum gauze to prevent drying. In many 
: cases it is necessary to excise the undermined edges in order that all parts of the 
t wound may be reached. Dressings are changed daily, the encrusted materials from 
x the previous dressing being washed out with saline solution. It is most important to 
f use an active preparation of zinc peroxide, and Meleney and Johnson described a 
: simple test which should be performed on each new batch of material. The pro- 
: cedure for the test is as follows: A 10 per cent (by weight) suspension is made in 
distilled water and allowed to stand. The active material assumes a soft flocculent 
: state and rapidly (within a few minutes) begins to settle, leaving a clear, super- 


natant liquid. Within one hour bubbles of oxygen arise and continue to do so for 
‘B twenty-four hours. Samples of inactive or relatively inactive zinc peroxide show 
: slower settling, discharge oxygen with a longer lag period and provide less of the 
f gas in twenty-four hours. After the evolution of the oxygen, the compounds that 
remain, namely, zinc oxide, zinc hydroxide and zinc carbonate, are nontoxic and 
nonirritating to the tissues. 


Note.—The sulfanilamide was given for ten days and the zinc peroxide for six 
weeks. No further undermining occurred. Epithelization proceeded inward from 
the border for about 3 cm. However, skin grafting was necessary before the large 
defects finally epithelized after four months, leaving a thin, atrophic scar. 


A Case for Diagnosis (Ainhum?). Presented by Dr. B. F. Barney, Columbus, 
Ohio. 

B. J., a clergyman aged 26, during the past two and one-half years has had 
several attacks of redness, local heat and swelling of the dorsum of the right foot. 
Approximately two months ago he noticed a constricting band at the base of the 
third toe. There have been no subjective symptoms. He has never lived in the 
tropics. His general health has been good, and there is no family history of similar 
trouble. 

At present there is a decided erythema with swelling and edema of the dorsum 
of the right foot. There is little or no tenderness. At the base of the third toe 
there is a deep constricting furrow, resulting in edema and swelling of the toe. In 
\ addition there is definite trichophytosis with hyperhidrosis. 


DISCUSSION 


x Dr. H. N. Core: I believe that this man probably has had successive attacks 
of a mild grade of erysipelas. It is not uncommon to see that condition. I used to 
see this condition in Switzerland in a number of cases of long-standing lupus 
vulgaris. There would be a superimposed streptococcic infection of low grade with 
a picture like that in this case. Naturally there would be edema, which would look 
like a constricting band. I do not think there is evidence of anything else. 


Dr. Rosert E. Barney: I think it would be interesting to have a roentgeno- 
gram taken and see whether there is any change in the bones. 


.: Factitial Elephantiasis. Presented by Dr. Hat E. Freeman and Dr. James E. 
i ENGELER. 

M. M., a white gardener aged 56, presented from the department of dermatology 
and syphilology, Cleveland City Hospital, has had trouble with swelling of his right 
ankle since 1934. He has been hospitalized on various occasions in several insti- 
| tutions since that time. In 1938, while in the University Hospitals, he was 
-. observed to be constricting his leg and allowing it to hang dependently from the 
5 bed. In June 1939 he was seen at Cleveland City Hospital, but he avoided 
: hospitalization for obvious reasons. In May 1940 he reappeared with edema of the 

entire right leg and also of the left wrist. This visit and stay in the hospital were 
compulsory in order to avoid having the “relief” which he has been getting for 
several years discontinued. 
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The right leg is enormously swollen, and an area of constriction just below the 
knee is definitely apparent (fig. 2). The left wrist is similarly affected. Both 
present a soft, compressible, pitting type of edema. 

Serologic tests for syphilis gave negative results. The spinal fluid, the hemo- 
gram and the urine were normal. 

Histologic examination showed decided hyperkeratosis and moderate acanthosis. 
There was a sparse inflammatory cellular infiltrate throughout the cutis and 
extending into the subcutis. Much of this infiltrate was perivascular and was 
composed of epithelioid cells, fibroblasts and small round cells. Occasional cells 


Fig. 2—Factitial elephantiasis. 


which appeared to be mast cells were seen, but no plasma cells nor giant cells were 
present. A notable feature of the section was the extreme degree of hypertrophy 
and hyperplasia of the blood vessels in the deep part of the cutis and the subcutis. 
No evidence of tumor or of a specific granulomatous process was seen. 


DISCUSSION 


Dr. Eart W. Netuerton: I should like to ask the presenters if this man has 
had recurrent streptococcic lymphangiitis. 

Dr. Hat E. Freeman: There is no such history. He has been on relief for 
many years. Once in a while when he is forced to go to work this difficulty 
develops. 
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Dr. Ropert E. BARNEY: Certainly just below the knee there is definite con- 
striction. What I noticed was the apparent hypertrophy of the ankle. I think it 
would be interesting to have roentgenograms made of both ankles. Decided changes 
in the extremities may result from mechanical interference with the circulation. 
Several years ago I saw a patient confined to an invalid’s home who spent most of 
the time in a wheel chair. The lower parts of both legs were tremendously 


hypertrophied. 


Syphilitic Osteoperiostitis of the Left Tibia. Presented by Dr. H. H. 


JOHNSON Jr. 

C. M., a white woman aged 34, presented from the department of dermatology 
and syphilology, the University Hospitals, complained of pain in the left tibia for six 
years. She gave no history of early syphilis. She was married in 1923 and has 5 
children, aged 13, 10, 8, 6 and 3 years, respectively, who are all living and well. 
The husband and children have not been examined for syphilis. 

Several years ago the patient struck the left tibia, and since then it has been 
slightly tender. During the past two years she has noted a dull aching of that 
bone and for the past year has noticed enlargement of the bone. 

The left tibia is thickened, irregular and tender over the upper two thirds of its 
anterior aspect, with two localized hard bony masses. There is some increased 
growth of hair and erythema over the lower mass. 

Physical examination otherwise showed no significant changes. 

Serologic tests for syphilis gave strongly positive reactions. The cerebrospinal 
fluid was normal. 

Roentgenograms showed the upper two thirds of the left tibia to be enlarged 
and sclerotic. The enlargement had a lobulated contour, and the sclerosis and 
periosteal new bone formation involved the anterior, medial and lateral cortex. 
The skull and clavicles were normal. 

The patient has received five injections of a liposoluble bismuth compound since 
April 29, 1940 and 3 Gm. of potassium iodide daily. The pain in the leg has 
decreased and some depressions in the enlarged area of the tibia have appeared. 


Syphilitic Osteoperiostitis of the Right Radius and Ulna. Presented by 
Dr. Otto E. L. Scumipr. 

P. C., a man aged 22, who drives a laundry truck, is presented from the depart- 
ment of dermatology and syphilology, the University Hospitals. His right wrist 
became swollen after an injury about a year ago, which has interfered with 
supination of the wrist. 

The patient's mother had three or four miscarriages after he was born and was 
said to have taken “shots” in the arm. His wife and 4 month old child have 
negative serologic reactions for syphilis, and he has never had any disease of the 
eye or ear. 

The distal portions of the radius and the ulna are involved in a stony hard, 
painless swelling just above the wrist joint. Motions are within normal limit, except 
for slight restriction in supination. The circumference at the site of the swelling 
is half again normal size. 

The hemogram and the results of urinalysis were normal. Serologic tests for 
syphilis gave strongly positive results. The spinal fluid was normal. Roentgeno- 
grams of the heart, lungs and bone were normal except for periosteal new bone 
formation with multiple lacelike irregular areas of bone destruction throughout 
the distal thirds of the radius and ulna. 

From Jan. 1, 1940 to May 13 the patient received eight intramuscular injections 
of iodobismitol with saligenin, 2 cc. each, eight intravenous injections of mapharsen, 
0.05 Gm. each, and solution of potassium iodide N. F., 1 cc. three times a day. 
There was a remarkable reduction in size of the swelling after one and one-half 
months of therapy, as seen both clinically and by roentgenologic examination. At 
present scarcely any deviation from normal can be detected by physical examination. 
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DISCUSSION ON CASES OF SYPHILITIC OSTEOPERIOSTITIS 


Dr. Rospert E. BARNEY: I examined the patient for other bony changes. I 
could find only a high-arched palate, which suggests the possibility of congenital 
syphilis. The other usual stigmas were absent. 

Dr. Crype L. CumMER: I-should like to ask Dr. Johnson if he regards the 
condition as congenital or late acquired syphilis. 

Dr. H. H. Jounson Jr.: The husband and children of my patient are being 
investigated, and there has been some difficulty, so I cannot tell whether the disease 
is congenital or acquired. 

Dr. H. N. Core: I think the condition is a relapse type of manifestation that is 
rather resistant to therapy and has a tendency to flare up from time to time, 
unless the patient is kept under treatment for a long period. 


H. N. Core, M.D., President 
C. G. LaRocco, M.D., Secretary 
James R. Driver, M.D., Reporter 
Sept. 26, 1940 


Myeloid Leukemoid Reaction. Presented by Dr. Hat Etson Freeman and 
Dr. E. B. HEIset. 


G. L., a man aged 58, presented from the department of dermatology and 
syphilology, City Hospital, about ten months ago had a condition which was 
diagnosed as diabetes mellitus. At this time his reactions to serologic tests for 
syphilis were positive, and he was given injections of a bismuth compound. After 
nine such injections, he was given, in May 1940, two injections of an arsenical 
compound (neoarsphenamine). These were not well tolerated; they made him 
“feel bad” but were not accompanied by nausea. One month after the second 
arsenical injection he received one further injection of bismuth subsalicylate. About 
one week later a generalized erythroderma developed. The patient was then trans- 
ferred to the City Hospital with a diagnosis of arsenical exfoliative dermatitis and 
diabetes mellitus. 

Physical examination shows an emaciated man who appears acutely ill. A 
generalized erythroderma is present. There is a generalized lymphadenopathy, and 
the liver is palpable 3 fingerbreadths and the spleen 2 fingerbreadths below their 
respective costal margins. The reflexes are normal. 

The blood pressure was 125 systolic and 45 diastolic, and there was an aortic 
systolic murmur. The temperature has been as high as 38 to 40 C. (100 to 104 F.) 
on several occasions. 

A roentgenogram of the chest showed an elongated and tortuous aorta. 

The urinalysis showed a 1 plus reaction for sugar on admission and has shown 
from none to a trace between Aug. 8, 1940 and the present time. The blood sugar 
has varied from 112 to 209 mg. per hundred cubic centimeters. The blood 
cholesterol amounted to 86 mg. per hundred cubic centimeters. The Wassermann 
reaction of the blood was negative, and the Kline reaction was 1 to 2 plus. The 
cerebrospinal fluid was normal. 

There was moderate secondary anemia, and the total leukocyte count was as 
great as 76,400 per cubic millimeter. At the same time there were 41 per cent 
polymorphonuclear neutrophils, 16 per cent lymphocytes, 15 per cent eosinophils, 6 
per cent promyelocytes, 9 per cent myelocytes, 5 per cent monocytes, 3 per cent 
degenerated cells, 3 per cent basophils and 2 per cent blasts (presumably myelo- 
blasts). Platelets were few and clumped. There then occurred a gradual 
diminution in both total count and in abnormal cells. On September 16 the total 
leukocyte count was 10,350, and the differential count showed only moderate 
eosinophilia. 
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Histologic examination of a section of skin showed chronic inflammation and 
failed to show any myeloid infiltration. Bone marrow smears showed no myeloid 
hyperplasia. An inguinal lymph node revealed numerous polymorphonuclear 
eosinophils, many plasma cells and several darkly staining larger unclassified 
mononuclear cells. 

DISCUSSION 

Dr. Hat Etson FREEMAN: Heck and Hall (Heck, F. J., and Hall, B. E.: 
Leukemoid Reactions of Myeloid Type, J.4.M.A. 112:95-101 [Jan. 14] 1939) 
reviewed myeloid leukemoid reactions and mentioned about twelve different lesions 
which might result in them. We had observed this condition in 2 cases of Hodg- 
kin’s disease before that report appeared. Heck and Hall did not mention arsenical 
reactions as a cause, but the man presented today received two injections of an 
arsenical and then had a myeloid leukemoid reaction. Did his leukemoid reaction 
follow arsenical intoxication? This condition has been mentioned as occurring in 
diabetic coma. This man’s diagnosis of diabetes mellitus was given by a competent 
physician. He is not receiving any therapy, and his blood sugar amounts to 120 
mg. per hundred cubic centimeters but there is no urinary sugar. It was supposed 
in the medical department that this condition was a leukemia in the liver resulting 
in glycosuria. Whether this man has had some damage in the liver which has 
resulted in a diabetic background and then in a leukemoid condition is a problem, 
but this explanation seems most likely to us at present. 


Dr. Ear: NETHERTON: I should like to make some remarks on the sequence of 
events. This patient was first seen in January and at that time had what was 
thought to be diabetes. He also had strongly positive Wassermann and Kahn 
reactions and had had a chancre in 1905. He was started with bismuth therapy 
and received nine injections without any difficulty. He felt somewhat better and 
was then given neoarsphenamine. He had no nausea but felt badly, and the 
therapy was discontinued. A month later he received one more injection of 
bismuth subsalicylate. A week later he had an erythematous, scaly, pruritic 
eruption. Within a week this had spread rapidly until an eruption developed which 
closely simulated an arsenical dermatitis.. At first a clinical diagnosis of bismuth 
dermatitis was made. Though aljl treatment was discontinued, this generalized 
eruption developed. When he was in the hospital in July he had a white cell count 
of 7,000 and a week later of 12,400, with 64 per cent pelymorphonuclear neutrophils, 
18 per cent lymphocytes, 17 per cent eosinophils and 1 per cent monocytes. His 
icteric index was 4, and the blood urea amounted to 45 mg. per hundred cubic 
centimeters, while the fasting blood sugar was 180 mg. per hundred cubic centimeters. 
He was then sent to the hospital, and I understand his leukocyte count increased 
rapidly. At no time did I find any abnormal cells when he was under my obser- 
vation. Does the hematologist at the hospital think his condition will run the 
course of leukemia? 


Dr. Hat Etson FREEMAN: The prognosis is guarded. 


Hemangioma of the Lip: Response to Interstitial Irradiation with Low 
Intensity Radium Needles. Presented by Dr. Hat Etson Freeman. 


S. G., a white girl aged 2% years, presented from the department of derma- 
tology and syphilology, City Hospital, was first observed to have a bluish red 
hemangioma of the upper lip when she was 6 weeks old. At the age of 4 months 
treatment was begun with sclerosing injections of quinine hydrochloride and ethyl 
carbamate. After three treatments, given at monthly intervals, no improvement 
was apparent. 

After a lapse of two or more months with no apparent improvement inter- 
stitial irradiation was deemed advisable. The tumor was approximately 2 cm. in 
diameter. Two platinum-iridium needles containing 1 mg. each of radium were 
inserted interstitially and left in place for five days. The dose was 240 milligram 
hours. One week after removal of the needles there was a moderate stomatitis, 
which entirely healed in about one month. 
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Three months after treatment the bluish red discoloration and the tumor had 

disappeared. 
DISCUSSION 

Dr. J. E. Fisuer: I think the result is excellent. I should like to know the 
technic. 

Dr. James R. Driver: These needles were simply inserted into the base of 
the tumor with at least 1 cm. distance between the needles. E 

Dr. J. E. FisHer: Was there much bleeding? 

Dr. James R. Driver: No, practically none. 

Dr. CLraupe Norris, Youngstown, Ohio: Was there much pain? 


Dr. James R. Driver: No, local anesthesia was used. There was practically 
no discomfort while the needles were in place. 


Dr. J. E. RauscHKoits: Were the needles put in from the cutaneous or from 
the mucous surface? 


Dr. Hat Etson FreeMAN: One was put in from the vermilion border of 
the lip and one from the surface of the skin. 


Dr. H. N. Core: Dr. Spilzinger, can you tell us if this type of therapy is 
being used much in South America? 


Dr. JAIME SPILZINGER (by invitation): It is not used very much that I know 
of for hemangioma in South America, but it is used for epitheliomas. 


Xanthoma Diabeticorum with Acromegaly. Presented by Dr. Gerorce M. 
Stroup III. 


G. H., a man aged 46, presented from the department of dermatology and 
syphilology, the University Hospitals, stated that in 1934 the growth of his neck 
necessitated a gradual change from a size of 14% to a size 17 collar in a period of 
one year. Concomitantly his wife noted increased size of the forehead and prog- 
nathism, along with recurrent attacks of nervousness. During the past two years 
he has experienced mild polydipsia, polyphagia, polyuria and weakness. Photo- 
graphs taken in 1918 showed a prominent jaw. One year ago he noted yellowish 
nodules on the elbows, and such nodules later appeared on the face, trunk and 
knees. 

Nine months ago at the United States Marine Hospital glycosuria was discov- 
ered, and he was given a diet and injections of insulin, resulting in the disappearance 
of the nodules after two months. A month later at a veterans’ hospital in Chicago 
he was given a series of roentgen ray treatments to his pituitary gland, which was 
followed by increase in his strength. However, two months ago weakness recurred, 
along with the development of yellowish nodules. Abandonment of his diet and 
insulin therapy a few weeks later aggravated his condition. 

He is a slightly shorter than average, stocky man, presenting a grotesque counte- 
nance. There are prominent malar eminences and a protruding jaw, baggy 
subocular regions, spadelike hands, flat chest and protuberant abdomen, and his 
speech is thick. The tongue is enormous, and the liver extends 3 cm. below the 
right costal margin. From the neck down, and most evident on the knees and 
elbows, there are hard, yellowish nodules, measuring from 2 to 5 mm. in diameter 
and elevated about 3 mm. 

The hemogram was normal. Urinalysis showed a 4 plus reaction for sugar on 
admission. Serologic tests for syphilis gave negative results. The fasting blood 
sugar was 388 mg. per hundred cubic centimeters, and the cholesterol amounted 
to 1,110 mg. per hundred cubic centimeters on admission. The dextrose tolerance 
curve, which was diabetic in type, became fairly normal after treatment. 

Roentgenograms showed tufting of the terminal phalanges of the fingers and 
ballooning of the sella turcica. 

Histologic examination showed in the cutis and superficial subcutaneous tissues 
an ill defined nodule, which was not encapsulated but showed no evidence of 
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invasion. It was composed for the most part of large numbers of cells with foamy 
cytoplasm and large round moderate chromatic nuclei. There was a stroma of 
elongated, pink-staining cells. Occasionally foreign body giant cells were present. 
Sudan IV stains showed that the vacuolated cells contained fat. 

A diabetic diet and insulin therapy were instituted on Aug. 24, 1940. The 
cutaneous nodules faded and became much smaller during the ensuing month, at 
the end of which the blood sugar was 125 mg. and the cholesterol 388 mg. per 
hundred cubic centimeters. 


Lupus Erythematosus Disseminatus. Presented by Dr. E. B. Hetset and 

Dr. Hat ELson FREEMAN. 

H. O., a woman aged 21, has an eruption which appeared in April 1940, fol- 
lowed by other symptoms six weeks later. She was admitted to the City Hospital 
on June 1, 1940. Treatment has consisted of quinine bisulfate, sulfanilamide and 
blood transfusions. The disease ran a septic, stormy course until twenty-seven 
days after admission, when acetylsalicylic acid was given, after which the tempera- 
ture became normal and the patient improved both subjectively and objectively. 
She has had two exacerbations, each following the discontinuance of the admin- 
istration of salicylates. The last coincided with an intramuscular injection of a 
soluble bismuth preparation. She has lost 20 pounds (9 Kg.) during the past 
four months. 

She presents an erythematous, symmetric, reddish brown, pigmented, rough, 
scaly, maculopapular eruption on the bridge of the nose and on both cheeks. There 
are several similar circumscribed patches on the neck. There is an erythematous 
eruption on the palms and flexor surfaces of both forearms, consisting of macules, 
papules and a few vesicles with an erythematous halo. On the hard and soft 
palates and on the buccal mucous membranes there are superficial, erythematous, 
painful, tender denudations with white, irregular borders. There are three fairly 
deep ulcers on the border of the tongue and a punched-out ragged ulcer, 1 cm. in 
diameter, just anterior to the clitoris. 

Two roentgenograms of the chest were normal. Urinalysis has consistently 
shown the presence of albumin and sugar. Microscopic examination of the urine 
has shown on several occasions leukocytes, erythrocytes and granular casts. A 
culture of the urine revealed Staphylococcus aureus, nonhemolytic streptococci and 
enterococci. The hemogram showed moderate secondary anemia and leukopenia. 
Five blood cultures showed no growth. Serologic tests for syphilis gave negative 
results. The determinations of urea nitrogen and sugar in the blood gave normal 
results on three occasions. The blood cholesterol was 172 mg. per hundred cubic 
centimeters, and the serum protein values were essentially normal. 

Histologic examination of a section of mucous membrane from the hard 
palate revealed a fibrous and cellular inflammatory exudate loosely attached to or 
located above the epidermis. The rete showed an extreme degree of acanthosis, 
and many of the squamous cells were decidedly edematous. In one area a dense 
cellular infiltrate extended entirely through the rete. This infiltrate was found 
throughout the corium and in areas was increased perivascularly. The infiltrate 
was composed of small round cells, epithelioid cells, fibroblasts, reticulum cells 
and occasional plasma cells. Basophilic degeneration of the tissues infiltrated 
was a noticeable characteristic. No evidence of malignant neoplastic growth was 
seen. 

DISCUSSION 
Dr. H. G. Misxy1an: Has there been a biopsy of the ulcer on the tongue? 


Dr. Hat Etson FREEMAN: A biopsy specimen was taken from the hard palate 
but not from the tongue. 

Dr. H. G. Misxy1an: The process on the tongue looks like a tuberculous 
lesion. 

Dr. H. J. Parkuurst: I agree with the diagnosis of disseminated lupus 
erythematosus. There are some lesions on the fingers suggestive of lupus pernio. 
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Dr. R. E. BArNeEy: The ulcerated lesion on the tongue together with the loss 
of weight certainly make one think of possible pulmonary involvement. I think it 
would be well to examine the sputum. I noticed the roentgenograms of the lungs 
were reported as negative for evidence of pulmonary involvement, but I think that 
should be checked further. 


Note.—The patient died a few days after the meeting, and it was impossible to 
obtain an autopsy. 


Keratosis Blennorrhagica. Presented by Dr. Hat Etson FREEMAN and 
Dr. JAMes E. ENGELER. 


M. V., a man aged 36, was admitted to the City Hospital, complaining of 
“crusting” of the soles and the glans penis and of painful joints. 

In March 1938 he contracted gonorrhea, followed a month later by crusted 
lesions of the soles and glans penis and pain in the ankles. He states that both 
feet were covered by a “thick callus” and healing appeared complete after four 
months of treatment. In August 1940 the urethral discharge and a polyarthritis 
reappeared and were followed by a recurrence of the “calluses” on the penis and 
soles. Just prior to admission to the hospital he had been given sulfanilamide by 
his physician. 

Examination shows acutely inflamed joints of the fingers, wrists, shoulders and 
ankles. There is a thick, keratotic crust on much of the glans penis and corona. 
On the plantar surfaces there are areas of symmetrically distributed, greatly 
thickened hyperkeratosis with surrounding mild erythema. They are tightly adherent 
and may be removed only with difficulty. 

Urethral smears showed gram-negative intracellular diplococci. The gonococcus 
could not be demonstrated in the cutaneous lesions. The hemogram and the urine 
were normal. The serologic tests of the blood for syphilis gave negative results. 

Histologic examination revealed an extreme degree of hyperkeratosis and 
parakeratosis. Moderate acanthosis was present, and many of the rete cells were 
vacuolated and demonstrated intracellular edema. There was an occasional wan- 
dering leukocyte observed in the epidermis, and collections of degenerated poly- 
morphonuclear leukocytes and nuclei were noted in the stratum corneum. In the 
papillary layer edema and a moderate infiltrate consisting of lymphocytes, poly- 
morphonuclear leukocytes and an occasional plasma cell was seen. There was a 
slight perivascular infiltrate of the same cellular elements in the remaining corium. 


A Case for Diagnosis (Lichen Planus Linearis? Lichen Striatus?). Pre- 
sented by Dr. Hat Etson FreeEMAN and Dr. E. B. HEISEL. 


M. L. C., a Negro girl aged 10 years, presented from the department of derma- 
tology and syphilology, City Hospital, in June 1940 first noticed a slightly pruritic 
linear eruption extending from the left buttock to the left knee. Five weeks later 
the process had extended to the ankle. On August 15, when first observed, she 
presented a well demarcated linear eruption, 0.5 to 1 cm. in width, extending from 
the left medial gluteal region down the posteromedial aspect of the left leg to 
the left malleolus. This consisted of small, confluent, shiny-topped, depigmented, 
slightly raised papules. One month later the distal 8 inches (20 cm.) of the 
eruption disappeared, the depigmentation was less evident and the papules were 
hardly visible. 

The hemogram and the urine were normal. The serologic tests of the blood 
gave negative results. 

Histologic examination of tissue removed from the lesion revealed a mild degree 
of acanthosis. Spongiosus of the rete was a noticeable feature. There was a 
loose cellular infiltrate, primarily limited to the upper third of the corium and 
also distributed around the cutaneous appendages and vessels. This infiltrate was 
composed of small round cells, epithelioid cells and occasional fibrocytes. In the 
center of one papule the cellular infiltrate was seen to extend almost entirely 
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through the rete malpighii to the keratotic layer. The basal layer in occasional 
areas was disrupted from below by the infiltrate which blended in with it. 

No therapy has been given. 

DISCUSSION 

Dr. JAIME SPILZINGER (by invitation): It is known that lichen almost always 
leaves a hyperpigmentation. In this case how does one explain the depigmentation 
instead of hyperpigmentation? However, I am almost sure the condition is 
lichen planus. 

Dr. H. N. Core: The process certainly is inflammatory and linear. There is 
no histologic evidence of a nevus. Lichen planus seems the most likely diagnosis. 

Dr. H. G. MisKjJIAN: What strikes me most is that the histologic process 
consists of a combination of lesions in the epidermis along with lesions in the 
corium. The cells in the malpighian layer are swollen.. This feature is consistent 
with the histologic picture in lichen planus. I think, therefore, that the diagnosis 
of lichen planus is justified. 


Acrodermatitis Chronica Atrophicans. Presented by Dr. L. J. Carson. 


D. M., a woman aged 67, said that following operation for removal of her 
ovaries twenty years ago “eczema” developed on her legs, which has persisted. 
Three years ago a similar eruption began to develop on the extensor surfaces of 
the elbows. There was a moderate amount of pruritus, and various local remedies 
have not improved the condition. 

Extending over the anterior surface of the legs and thighs the skin presents a 
bluish red, and in places yellowish, lax, atrophic, wrinkled skin resembling cigaret 
paper or parchment. At the border in some areas there is a mild inflammatory 
reaction. 

Histologic examination showed a thin, atrophic epidermis with complete loss of 
rete cones. There was mild intercellular edema of the basal layer, and the demarca- 
tion between it and the corium was fuzzy. In the superficial, and to a less 
extent in the deeper, layers of the corium, there was a diffuse infiltration of 
lymphocytes and a few plasma cells. In some places the cells were grouped 
around the blood vessels and several small atrophic hair follicles which were 
present. The inflammatory reaction was more severe at one end of the section 
than at the other, and at the end where it was more marked the collagen bundles 
were swollen and hazy. 

DISCUSSION 


Dr. H. N. Core: I recall that the Strassburg Clinic was very apt to have a 
new case of acrodermatitis chronica atrophicans at each meeting. Not many cases 
of this condition have been encountered in this locality. I agree with*the diagnosis. 


A Case of Hereditary Ectodermal and Mesodermal Dysplasia with Syn- 
dactylism. Presented by Dr. Craupe Norris, Youngstown, Ohio, and 
Dr. Georce M. Stroup III. 


M. E., a woman aged 26, was admitted to the University Hospitals on Sept. 16, 
1940 for investigation of generalized cutaneous lesions which had been present since 
birth. There was no history of a similar condition in any other member of the 
family. She complained of three types of changes in her skin: (1) reddish areas 
mainly on the extensor surfaces of the legs, which burned and became more 
intensely colored on exposure, particularly to sunlight, other forms of heat and 
strong soaps; (2) sunken soft spots, chiefly on the chest, which have become 
only slightly more prominent of late, and (3) hyperpigmented regions, chiefly on 
the left leg, which have remained fairly stationary through the years. Paresthesia 
and failure to sweat save in the axillas were the only subjective symptoms. The 
menses have been normal. 

Examination reveals a well developed and well nourished, intelligent, slightly 
reticent woman. There are telangiectasies scattered over the face—on the chin 
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they occur only to the right of the midline—on the anterior surface of the thorax 
and on the extensor surfaces of the extremities, where they are maximal. Here 
they exhibit rough scales and are slightly sunken. Brownish pigmentation occurs 
in the form of several small macules in the right temporal region, with a bandlike 
area extending anteriorly from the flanks and rough brownish plaques on the left 
leg. Soft depressed areas, 0.2 to 1.5 cm. in diameter, are fairly uniformly distributed 
over the lower part of the face and trunk and on the upper part of the thighs. On 
the lateral side of the left leg the skin is diffusely and decidedly thinned and is 
purplish where underlying tendons are seen. On the right side of the neck the 
skin, which is covered with a bed of the previously mentioned small soft sunken 
spots, is yellow and slightly glazed. The hair is normal except over the depressed 
areas, where it is absent, and on the left side of the suprapubic region, where it 
is diminished in growth. 

The premolar and molar teeth are much smaller than normal. <A few finger 
nails have pinhead-sized white spots. There is syndactylism, as evidenced by web- 
bing of the second and third fingers of the right hand and of the first and 
second toes of the left foot, which contains only four digits. 

The hemogram showed a white blood cell count ranging between 12,000 and 
14,000 but was otherwise within normal limits. The urine was normal. Serologic 
tests for syphilis gave negative results. The urea nitrogen, cholesterol, sugar, 
calcium, phosphorus, phosphatase, carbon dioxide-combining power and chlorides 
in the blood were all within normal limits. 

Roentgenograms of the hands and feet showed narrowing and elongation of all 
the bones. The left third toe and metatarsal were absent. Roentgenograms of the 
chest and skull were normal. 

On September 14 at 1:30 p. m. the patient was wrapped in three blankets, and 
at the end of three hours no sweating had taken place except in the axillas and on 
the palms and soles. The temperature at the end of this period had risen from its 
previous level of 37 to 37.9 C. (98.6 to 100.2 F.), and the respiratory rate from 
18 to 22. 

Histologic examination of a lesion from the buttocks showed that the epithelium 
had a thin keratinized layer and there was patchy parakeratosis. The malpighian 
layer was slightly increased in thickness, and the epithelial pegs were slightly 
elongated and many formed networks with adjacent ones. The connective tissue of 
the upper portion of the cutis was unusually loose, and there were numerous clear 
spaces in it. In an occasional area there was pale pink, fibrillary and homogeneous 
material. In this portion of the cutis there was lymphocytic infiltration, tending to 
be perivascular. There was no pigment in the basal layer of the epithelium. Sweat 
glands were found in decreased number and were abnormal in appearance. 

Histologic examination of a lesion from the leg showed that the epithelium 
was thin, and the underlying fibroadipose tissue showed a small amount of recent 
hemorrhage and was loose with small accumulations of pale pink structureless 
material, which probably represented edema. The pigment in the basal layer of the 
epithelium was present in some areas and absent in others. 

Histologic examination of a lesion from the neck showed the epithelium to be 
normal. There was edema in the papillary layer of the corium. The sweat glands 
were rudimentary and scarce. 

DISCUSSION 


Dr. H. N. Cote: On examination one notes fine, yellow, slightly raised papular 
lesions which seem to follow the lines of cleavage, and there are areas of atrophy 
and telangiectasia. On the lower third of the legs there is true pigmentary change 
along with the atrophic process. 

Dr. R. E. Barney: There is another interesting observation. On the side of 
the trunk there is a distinct brownish lesion, suggesting a nevus. Also the 
telangiectasia would fit in the same category. The blood vessel changes are meso- 
dermal, while the majority of the changes are ectodermal. 


Dr. H. J. PARKHURST: Some of the lesions suggest to me a possible diagnosis 
of pseudo xanthoma elasticum. 
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Dr. H. N. Cote: This patient shows two areas, one on the flank and one on 
the outside of the left calf, that look somewhat like scar tissue, and such an 
observation would go very well with the idiopathic atrophy that is reported with 
some congenital aplasias and which is due to adhesions of the amniotic membrane. 
It may be present on the trunk. As Steiner has pointed out, this is not a pure 
ectodermal defect. She has no trouble with her hair. She also has axillary and 
pubic hair and hair on her body. She possibly does not perspire as freely as 
normal persons, and yet with the pilocarpine test she does show some perspiration. 
She has fairly good teeth. A couple of molars are hypoplastic. Steiner says that 
certain patients with this condition may also present mesodermal aplasia; the 
condition is not limited to the ectoderm, There are a few reports in the literature 
of this type of condition in which there is involvement of bony structures. 
There was a case reported in which the patella was absent. This condition would 
also satisfy the requirement of dysplasia of the ectoderm and mesoderm. I think 
this case is unique and deserves further study. One could not classify it in a 


moment. 


Urticarial Reaction Due to Tryparsamide. Presented by Dr. Hat Etson 
FREEMAN and Dr. JAMES E. ENGELER. 


A. M., a woman aged 36, presented from the department of dermatology and 
syphilology, City Hospital, had a chancre on the upper lip in 1921. She was 
married in 1924 and two years later bore a child with congenital syphilis. The 
child now has rhagades about the mouth and healed interstitial keratitis. Because 
of asymptomatic syphilis of the central nervous system the patient was given 
malarial treatment in 1933 and in addition has received more than ninety injections 
of a heavy metal and thirty of a trivalent arsenical compound. In addition, more 
than seventy injections of a pentavalent arsenical compound (tryparsamide) were 
administered, without any difficulty. Most of the injections were doses of 3 Gm. 
The visual fields have remained unchanged throughout. 

However, in May 1940 the patient began having mild reactions immediately 
following each injection of tryparsamide. They were characterized by flushing of 
the face, followed by an urticaria-like eruption on the cheeks and forehead and in 
the temporal regions. There has been no nausea or feeling of syncope. The first 
eruption lasted only a few minutes. The medication has been continued weekly in 
full doses of 3 Gm. Now immediately following each injection the same type of 
urticarial eruption develops, but it has been spreading to involve more of the 
body and has persisted for twenty to thirty minutes. 

Serologic tests for syphilis gave positive results, as did examination of the 
spinal fluid. (The reaction was demonstrated for the members by giving the 
patient an injection of tryparsamide.) 


DISCUSSION 


Dr. R. E. Barney: I think further therapy using tryparsamide should 
be given with caution. I am thinking of the possibility of edema of the larynx. 

Dr. Hat Etson Freeman: This patient first started having the eruption in 
May. However, she has been given weekly injections since. The reactions are 
becoming progressively more severe, so we have decided to discontinue administra- 
tion of the drug. Several cases of this type of nitritoid reaction have been 
reported (Astrachan, G. D., and Franks, A. G.: Nitritoid Reaction Following 
Injection of Tryparsamide, ArcH. Dermat, & Sypu. 38:949-950 [Dec.] 1938. 
Cormia, F.: Nitritoid Reaction Following an Injection of Tryparsamide, ibid. 
39:349 [Feb.] 1939). 

Dr. JAIME SPILZINGER (by invitation): I should like to suggest that this reac- 
tion may be interpreted as a manifestation of Milian’s biotropism. 


A Case for Diagnosis. Presented by Dr. JosepH H. Sueparp, Columbus, Ohio. 


V. S., a woman aged 33, had an appendectomy thirteen years ago, immediately 
preceding which she had been taking one or two laxative tablets (“Boal’s rolls”) a 
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day for several months in order to lose weight. She stopped taking them at 
the time of operation and has taken none since. She takes no medicine now 
excepting acetylsalicylic acid occasionally. A few days after her operation she 
noticed a red spot on the skin between her thumb and forefinger. This soon 
turned yellowish and spread peripherally, sometimes by direct extension and some- 
times by the appearance of separate new spots. The progression has been slow 
and steady up to the present with the exception of far more rapid extension 
in the past year. 

The eruption was confined entirely to the left hand and lower third of the 
left forearm. There are apparently two types of lesions present. On the palm 
there are many pinhead-sized, brownish keratoses, which in some places are dis- 
crete and in others confluent. On the back of the hand, on the fingers and on 
both surfaces of the wrists there are many slightly raised and slightly rough 
yellowish to brown irregularly shaped plaques, varying in size from that of a 
pinhead to 1 or 1.5 cm. in diameter, which are also in different places both discrete 
and confluent. The patient definitely states that these spots are not permanently 
fixed and that areas which are now apparently normal have in the past been 
involved in the same process. 

The hemogram was normal. Serologic tests for syphilis gave negative results. 

Histologic examination showed decided hyperkeratosis, patchy parakeratosis, 
moderate thickening of the stratum granulosum, some spongiosis and considerable 
acanthosis. The elongated rete cones were slender and sometimes curved. The 
papillae of the cutis were swollen at their tips. They were edematous and were 
infiltrated with lymphocytes and monocytes. They showed some fibroblastic pro- 
liferation. The infiltration was bandlike or sleevelike. Hyperemia was not prom- 
inent. Some infiltrating leukocytes were seen in the epidermis. A few patches of 
leukocytic infiltration were seen in the midcorium. 


DISCUSSION 
Dr. Hat Evson FREEMAN: I should like to offer a diagnosis of psoriasis. 


Dr. E. W. Netuerton: I believe there are a good many features which 
strongly suggest lichen planus. The lesions on the back of the hand are flat, 
annular, shiny papules. On the mucous membrane of the mouth there is a gray 
deposit, and along the vermilion border of the lower lip the same condition prevails, 
which I think is clinically strongly suggestive of lichen planus. 

Dr. R. E. BARNEY: That was my feeling too. In examining the dorsum of 
the hand, I noticed some lesions which were flat topped and annular. I am also 
aware that when one looks for lesions of that type one can usually find several 
in the process. The eruption involving the angles of the mouth certainly resembles 
lichen planus. Also histologically there was a definite bandlike infiltrate in the 
papillary layer of the corium. There is considerable edema in the papillary layer, 
but this could be explained on the basis of therapy. If I understand correctly, the 
patient has had a salicylic acid and sulfur ointment. It might be that stimulation 
by that therapy could account for the edema that is present. 

Dr. H. N. Core: A process that has lasted on one hand for twelve or thirteen 
years would be hard to accept as lichen planus. It would be most unusual. More- 
over, the process on the palm is dyskeratotic. I should like to offer only as a 
suggestion the possibility of dyskeratosis of the hands, as described by Lewandowsky 
and Lutz (Lewandowsky, F., and Lutz, W.: Ein Fall einer bisher nicht beschrie- 
benen Hauterkrankung [Epidermodysplasia verruciformis], Arch. f. Dermat. u. Syph. 
141:193, 1922) and more recently by Sullivan and Ellis (Sullivan, M., and Ellis, 
F. A.: Epidermodysplasia Verruciformis, ArcH. Dermat. & SypuH. 40:422-432 
[Sept.] 1939). The condition in this case could easily be an abortive type. More- 
over, the patient does not have pruritus, as one would expect with lichen planus. 
The dyskeratosis the patient shows would go very well with Lewandowsky’s 
disease. 

Dr. H. G. MisKajIaAN: In lichen planus lesions of the epidermis are seen 
with infiltration of the corium. In this section the epidermis does not show the 
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characteristic changes. The epidermis is distended by edema, and it is hardly 
possible to reconcile this with lichen planus. The patient has lichen planus on the 
mouth, but that does not necessarily mean the process on the hand has to be lichen 
planus. This is a serious objection, along with the fact that the patient has had 
the eruption for thirteen years. 

Dr. H. N. Cote: With Lewandowsky’s disease patients also get lesions on the 
mucous membrane. This disease is one of the dyskeratoses. 

Dr. JosepH H. SHeparp, Columbus, Ohio: I presented this patient for diagnosis 
because everything I thought of could be ruled out. When I first saw the patient 
I thought the lesion was a nevus. The duration, however, would rule this out. I 
thought of a keratosis punctata. Lieberthal (Lieberthal, D.: Disseminated Palmar 
and Plantar Keratoderma, ArcH. Dermat. & Sypn. 14:655-661 [Dec.] 1926) 
reported 1 such case with this condition on the back of the hand, but the histologic 
picture in my case certainly did not resemble the one reported by him. A drug 
eruption was considered, but there is no history to substantiate it. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
HERMAN BEERMAN, M.D., Chairman 
DonaLtp M. Pirtspury, M.D., Secretary 


Sept. 27, 1940 


Dystrophy of the Nails (Mechanical Removal, an Expression of Cutaneous 
Neurosis. Presented by Dr. Jos—epH V. KLAUDER. 


J. M., a Negro aged 67, presented on the dorsal surface of the right hand a 
thickened elevated scaly patch the surface of which is lichenified. He is pre- 
sented on account of the absence of all the nails of the right hand and the nail 
of the left thumb. The skin of the nail bed is normal except for the presence of a 
few reddened spots that are apparently clotted blood. 


DISCUSSION 


Dr. Frep D. We1pMAN: There is evidently here an infection of all the nails. 
It suggests acrodermatitis continua of Hallopeau, but according to the patient 
there is no history of any purulent exudate. I think pellagra can be excluded, 
since the patient states that there have been no bullae and that he has never had 
diarrhea. I have seen hyperkeratosis in pellagra, but in such cases there is 
always an extreme grade of acute dermatitis. The patient was indefinite about 
sharp and dull objects pressed on the backs of his hands. I thought of syringo- 
myelia also, and although I should not want to make a diagnosis, I think the 
condition is neurogenic and of the order of syringomyelia. 

Dr. JosepH V. Kiauper: It was purposely not stated in the history that 
this patient removed the missing nails by means of a razor blade. He has been 
removing his nails in this manner daily for five years. He told me that about 
five years ago he shook hands with a man whom he suspected of having some 
disease and he thought he contracted the disease from this man. As a conse- 
quence, he is shaving his nails, just as a person who has a sense of guilt constantly 
washes his hands. This is comparable to Lady Macbeth’s feeling that by washing 
her hands she might free herself from her deeper stain. Such instances of 
displacement I have reported elsewhere (Klauder, J. V.: The Cutaneous Neuroses, 
J.A.M.A, 85:1683 [Nov. 28] 1925; Psychogenic Aspects of Skin Diseases, J. Nerv. 
& Ment. Dis. 84:249, 1936). Dr. Weidman is right; the loss of nails is neurogenic 
in a way. One does not often see this type of cutaneous expression of a phobia 
in a colored person. The Negro is not likely to have symptoms neurogenic or 
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psychogenic. The case is an interesting one of mechanical loss of the nails, an 
expression of cutaneous neurosis. 


Dr. SIGMUND S. GREENBAUM: On what ground was the diagnosis of lichen 
planus made? 

Dr. JosEpH V. KLAupDER: I thought the patient presented clinical evidence of 
lichen planus. However, I am willing to change that diagnosis if further observa- 
tion justifies it. 

Dr. BERNARD L. Kaun: It is odd that this patient has lost his nails principally 
on the right hand. He is right handed, and it must be difficult for him to shave 
with his left hand, but on the left hand there is only one nail missing. 


Dr. Sicmunp S. GREENBAUM: Could one entertain the diagnosis of giant 
lichenification instead of lichen planus in view of the normal histologic picture? 


Dr. Evan Hume (by invitation): I saw this man a long time ago and found 
that he was doing this to his nails. I told him to stop it, and he never came 
back. 

Dr. JosepH V. KiaupeEr: I gave the patient an antiseptic to use in lieu of 
scraping his nails and explained to him that this ointment would have great 
efficacy in counteracting any infection that he may have contracted through 
his nails. 


Cheilitis Exfoliativa Controlled by Riboflavin. Presented by Dr. DoucGiass 
A. Decker, Allentown, Pa. 


M. D., a white woman aged 20, has been treated for cheilitis exfoliativa since 
Jan. 20, 1934. Many ointments have been used and 600 r of unfiltered roentgen 
rays applied. The condition never responded to any treatment. On June 7, 1940 
1 mg. of riboflavin was prescribed three times a day. There was rapid pro- 
gressive improvement, and on July 19 the patient was discharged as cured. On 
September 13 there was a slight recurrence and the administration of riboflavin 
was again started. The condition is now almost well again. The patient was 
studied years ago in the congenital syphilis clinic by Dr. Schamberg. The mother 
had a positive Wassermann reaction of the blood, and 1 sister had congenital 
syphilis. The patient was found to have no clinical or serologic evidence of 
syphilis. She has had persistent redness, scaling and fissuring of her lips since 
she was 3 months old. 

DISCUSSION 


Dr. Hersert J. Smitu: I treated this patient for a long time. She had decided 
cheilitis, and I think the results obtained from the riboflavin are remarkable. 


Dr. SicmuND S. GREENBAUM: Did you go into the history of diet? Did it 
show any deficiency in the intake of fats? 


Dr. Dovucrass A. Decker, Allentown, Pa.: She was taking a normal diet. 


Dr. HerMAN BEERMAN: I think this result is in keeping with the effects 
of riboflavin on epithelia’ structures in general. The recent reports of its use in 
keratitis are interesting. It is worth trying in patients with rosacea keratitis. I 
have used it in one patient, who made a good recovery. It is worth trying in 
patients who have inflammatory lesions of the face, on the basis of the report 
of Sydenstricker and his co-workers (Sydenstricker, V. P.; Sebrell, W. H.; Cleck- 
ley, H. M., and Kruse, H. D.: The Ocular Manifestations of Riboflavinosis, 
J. A, M. A. 114:2437 [June 22] 1940). 


Scleroderma. Presented by Dr. Bertram SHAFFER. 

C. W., a well nourished white man aged 26, had his left forearm run over by a 
cart wheel in November 1939, The inflammation that resulted did not subside, but 
the extremity gradually became stiff and pz‘aful. By February 1940 the process 
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had spread to the other extremities. The hands, forearms, arms and shoulder 
girdle and to a lesser extent the feet and the legs are now the sites of a lardaceous 
infiltrative process involving the skin and the underlying tissues. The skin is 
smooth and firmly bound down. The face has a masklike appearance. Extending 
from the left scapular region and down along the outer side of the arm and 
forearm there is a partially depigmented and somewhat depressed band of sclerotic 
skin. Near its upper pole many keratotic spines can be seen extending from 
follicular orifices. The results of a complete blood count, urinalysis, Wassermann 
test of the blood, basal metabolism test and congo red test and the determinations 
of the calcium, phosphorus and uric acid content of the blood were normal. A 
roentgenogram of the left arm and forearm showed increased density of the soft 
tissue. The results of peripheral vascular studies were normal. Histologic exam- 
ination showed early scleroderma. 
DISCUSSION 


Dr. Frep D. WetmpMAN: Have any of the members ever seen hemiatrophia 
faciei in a case of this kind? It is often mentioned, and I have always looked for 
it but have never been able to satisfy myself that I could detect it. 


Dr. DonaLp M. Pittsspury: In this case there is no apparent medicolegal 
aspect, but in considering the possibility I read the report of O’Leary and Nomland 
(O’Leary, P. A., and Nomland, R.: Am. J. M. Sc. 180:95, 1930) and was sur- 
prised to note the number of cases of circumscribed scleroderma in which the 
condition was preceded by some definite injury (11 of 14). One cannot be certain 
that the injury this patient suffered has no connection with the scleroderma. 


Lupus Erythematosus Profundus with Severe Systemic Involvement; Pap- 
ulonecrotic Tuberculid. Presented by Dr. Donatp M. Pittssury and 
Dr. CLARENCE S. Livincoop (by invitation). 


D. G., a white woman aged 27, presents deep scars resulting in a considerable 
defect of the face at the sites of previous lesions. The violaceous color has faded 
out. There are small, nonuniform scars in various stages of development on both 
arms, most of them violaceous. The hands are cold and bluish and tend to change 
color rapidly on elevation. 

The patient had Bartholin’s abscess three years ago (gonorrheal?). She has 
had visual disturbance of the left eye for many years and strabismus since child- 
hood. The condition had its onset in erythematous, scaling, vesicular lesions on 
the cheeks about four years ago; they apparently disappeared without scarring 
and recurred two and one-half years ago to involve the cheeks, nose and post- 
auricular regions. These lesions produced scarring typical of discoid lupus ery- 
thematosus. Five roentgen ray treatments (received at another institution) caused 
an exacerbation in May 1938. She first entered the hospital on Sept. 3, 1938, 
remaining there until November 8, and during this time had a low grade elevation 
of temperature, which gradually decreased coincidentally with regression of the 
cutaneous lesions. Further improvement of the skin occurred after tonsillectomy, 
extraction of an abscessed tooth and attention to a chronic infection of the urinary 
tract. The skin remained normal (except for scarring) for about a month, when 
lesions recurred. From January to September 1939 she was treated by three 
different physicians with a bismuth compound, gold sodium thiosulfate and sulf- 
anilamide, without improvement. 

The patient reentered the hospital on November 29, remaining until July 1, 
1940. The lesions on the face were more edematous and took on the character of 
tumor-like masses. Three separate lesions underwent liquefaction and spontane- 
ously drained rather large amounts of thick’ purulent secretion, in each instance 
associated with a stormy course and elevation of the temperature as high as 
105 F. One of these episodes seemed to be related to ureteral catheterization. 
All lesions then regressed, leaving deep punched-out scars, somewhat violaceous. 
When the patient left the hospital, her temperature had been normal for about 
two weeks. Two months later, otitis media developed, with a temperature of 
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104 F., followed in about one week by tender erythematous papules and necrotic 
lesions on several fingers, the extensor surface of the arms and in the crural region. 

The medical examination gave negative results except for evidence of chronic 
pelvic inflammatory disease, thought to be gonorrheal in origin, although a tuber- 
culous causation has not been ruled out. All of the urinalyses gave negative results 
except for the finding of pus cells at times. Blood counts made at two to eight day 
intervals during hospitalizationsshowed the following results: hemoglobin some- 
times as low as 62 per cent but usually about 80 per cent; erythrocytes, 3,800,000 
to 4,500,000, and leukocytes as low as 3,300 and as high as 13,000 but usually 
between 4,200 and 5,600. A differential count showed that the lymphocytes and 
monocytes were always increased, the former as high as 55 per cent, and the 
platelets were normal. The values for blood urea nitrogen, serum chlorides, serum 
protein, blood sugar and serum cholesterol were within normal limits. Widal and 
serologic tests for syphilis gave negative results. A smear of material from 
the cervix was negative for gonococci. The sedimentation rate was increased on 
many examinations. A reaction to a tuberculin test with a dilution of 1:1,000,000 
was strongly positive. A roentgenogram of the chest showed a healed primary 
complex in the apex of the right lung. Histologic examination of the sternal 


Lupus erythematosus profundus, with severe systemic involvement, and papulo- 
necrotic tuberculid. 


bone marrow revealed a picture within normal limits except for slight hypoplasia. 
The results of studies of renal function were within normal limits. Determination 
of estrogen in the urine showed elimination considerably below normal levels. A 
roentgenogram of the sinuses was normal. Staphylococcus aureus haemolyticus, 
Streptococcus haemolyticus, Streptococcus viridans and a nonhemolytic strepto- 
coccus have been repeatedly cultured from material from the cervix and the throat 
and from the urine, and a pure culture of hemolytic Staph. aureus was obtained 
from material from the facial lesions. The flora of the stool has shown a pre- 
dominance of streptococci on several occasions, in one instance associated with an 
exacerbation; at other times it has been normal. Bacterial suspensions were 
made, and when extremely small dilutions were used for testing, there was dermal 
hypersensitivity to Staph aureus, Str. viridans and Str. haemolyticus. Histologic 
examination showed no definite pathologic process, simply a moderate inflammatory 
infiltration. The patient was given quinine bisulfate, ferrous sulfate, liver extract, 
nicotinic acid, vitamin B complex, estradiol benzoate (progynon B), testosterone 
propionate, sulfanilamide, blood transfusions, autogenous vaccines and bismuth and 
gold sodium thiosulfate (administered by another physician). There was no 
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apparent effect with treatment except a probable temporary beneficial one following 
tonsillectomy and treatment of the urinary infection. Administration of estradiol 
benzoate and attempted bacterial desensitization probably were related to exacer- 
bations. 

DISCUSSION 

Dr. JosepH V. KLaupeR: I thought the condition was lupus erythematosus. 
Were the eyegrounds examined? I think it is always desirable to examine the 
eyegrounds in cases of lupus erythematosus. 

Dr. DonaLp M. Pittspury: The eyegrounds were examined. There were no 
changes. We observed this patient for nine months in the hospital, and she has 
been almost moribund many times. She has had a temperature of 105 F. suddenly 
after irrigation of the pelvis of the kidney, as a probable result of interdermal 
injections of a vaccine of various autogenous organisms, or for no apparent reason. 
She has been extremely ill for months at a time, and the lesions go along without 
any change for a time and then suddenly become tender and swollen, become 
fluctuant very slowly, drain and heal. The local changes in the skin were com- 
patible with those in the cases of lupus erythematosus profundus reported by 
Irgang (Irgang, S.: Lupus Erythematosus Profundus, ArcH. Dermat. & Sypn. 
42:97 [July] 1940). I do not think, however, that his report included any cases 
of the condition with systemic manifestations. The cutaneous lesions were not of 
the type seen in true disseminate lupus erythematosus acutus. 

Dr. REUBEN FRIEDMAN: The patient has a group of umbilicated papular and 
small nodular lesions around the left elbow, one of which definitely has a 
blackish, dried crust. I suggest a diagnosis of papulonecrotic tuberculid. 

Dr. CLARENCE S. Livrncoop (by invitation): Those lesions developed only 
about six weeks ago, coincidentally with an acute attack of otitis media. 

Dr. DonaLp M. Piitspury: I agree with this diagnosis of the lesions on the 
arm. They are relatively new. 


Keratosis Follicularis (Darier). Acne Vulgaris of the Face. Presented 
by Dr. Joun FritcHey Jr., Harrisburg, Pa., for Dr. SicmuNp S. GREENBAUM. 


S. G., a white youth aged 18, presents numerous closely set small roughly oval 
pink papular lesions with adherent brownish oily crusts and a tendency to 
coalesce, distributed over almost the entire body. They are most numerous on the 
face and neck, behind the ears, on the sternum, in the interscapular area and in 
the axillary line. There is moderate adenopathy. There are verrucous-like lesions 
on the hands and fingers. The scalp is dry and scaly. There are lesions of acne 
vulgaris on the face. The skin was clear until 1934 or 1935, when “wartlike 
lesions” were noted on the hands. These are still present, apparently unaltered. 
“Freckles” appeared in 1936 on the sternum, the region gradually assuming its 
present appearance. The lesions rapidly spread over the chest and abdomen, on 
the axillary line and the shoulders and in the interscapular area. The face, neck 
and ears became involved in 1939, and the scalp became dry and scaly. Subungual 
hyperkeratoses were noted at that time. Mild pruritus is the only subjective 
symptom. The condition has run an uninterrupted course with no regression. The 
patient has received exposures of roentgen rays, 75 r once a week to the face 
and 300 r at once to the area on the back, with temporary improvement. He has 
been given vitamin therapy, 50,000 U. S. P. units of vitamin D a day and 20,000 
U. S. P. units of vitamin A a day. He has also received tuberculin and thyroid. 


DISCUSSION 


Dr. S1gmMuND S. GREENBAUM: Dr. Weidman studied four sections of tissue, 
one taken the day of the roentgen ray treatment and the others seven, sixteen and 
twenty-three days after the treatment. There were not any of the imporant 
cytologic alterations of the cells fundamentally concerned in Darier’s disease. 
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A Case for Diagnosis (Lupus Erythematosus? Ringworm of the Scalp?). 
Presented by Dr. Apram STRAUSS. | 

i 

i 


T. K., a white boy aged 11 years, on being examined for admission to an i 
orphanage, presented a lesion on the scalp. It had been present, according to the Hf 
nurse’s account, for four weeks. No history can be secured as to the length of 
time the lesion had been present before the boy went to the orphanage. Two 
cultures and a number of microscopic examinations have failed to reveal fungi. 


DISCUSSION 


Dr. ABRAM STRAUSS: My first suspicion in this case was that the lesion was a 
fungous condition, and I immediately isolated the boy. My diagnosis at present 
is lupus erythematosus, but the lesion seems to me rather large for four weeks’ 
duration. If it was this large at the time of admission, I do not see how the b 
examining physician could have missed the lesion four weeks ago. It must : 
have been very small at that time. 4 

Dr. Frep D. We1pbMAN: I thought the condition was lupus erythematosus. lf 
it is a fungous condition, it is probably favus. One is not so likely to diagnose 


favus from scrapings as by taking out a follicle. At Ellis Island, where immigrants q 
are examined who have had their physicians abroad get them in good shape to fs 
pass the inspection, a rubber sweat cap is put on the patient’s scalp until the A 


follicles become erythematous and stand out, thus indicating the hairs that are 
to be selected for examination. From a cursory examination of this boy, I thought 
the condition was most likely lupus erythematosus. fl 

Dr. HERMAN BEERMAN: I thought the epilated portion sharply square and 
offer the diagnosis of dermatitis factitia. 

Dr. JosepH V. KLaupeR: The lesion does not impress me as being self a 
induced. I think it is lupus erythematosus. 

Dr. Donatp M. Pittssury: I think this lesion is characteristic of the remains 
of an inflammatory ringworm infection of the scalp. I have observed a number of 
cases in which the erythema remained for some time. The boy also stated that he qq 
had a good deal of pus in the lesion. 

Dr. Hersert J. Smitu: The condition certainly looks like the result of an 
inflammatory lesion. 

Dr. REUBEN FRIEDMAN: I should like to call attention to the fact that near 
the upper pole of that central inflammatory patch there are two areas, about 1 cm. 
each in diameter, which are typical of alopecia areata. There is no scaling or 
hair, and there is billiard ball smoothness. 


HerRMAN BEERMAN, M.D., Chairman a 
it 


Donatp M. Pititssury, M.D., Secretary 


Oct. 18, 1940 


Epithelioma Adenoides Cysticum. Presented by Dr. Joun B. Lupy. 


E. S., a white man aged 64, presents small, cherry-sized, bright red lesions on | 
the left cheek. There are about ten smaller lesions of similar appearance on both a 
sides of the left foot and others in the region of the right elbow. All lesions 
are firm, slightly or considerably elevated, with a tendency to be flat topped and 
of elastic consistency. The condition began three and one-half months ago as a 
pea-sized lesion on the face. A few weeks later a similar growth appeared on 
the left foot and on the right arm. The skin of the right foot and the left arm 
is normal. The result of a tuberculin test on Aug. 11, 1940 was positive. The 
Wassermann and Kahn reactions of the blood were negative. Histologic examina- 
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tion of a biopsy specimen from the right arm showed an irregular pattern with 
so-called cysts, abortive hairs, epithelial growths and glandular structures, which 
would appear to point to the diagnosis of epithelioma adenoides cysticum of 
Brooke. 

DISCUSSION 

Dr. Carrot S. WricHTt: I thought the lesions were metastatic; there should 
be a focus somewhere. Some of the lesions looked more like sarcoma to me 
than epithelioma. 

Dr. J. M. Scuimpxkravut, Trenton, N. J.: I think the condition in this case 
will develop into Kaposi’s sarcoma. 

Dr. Joun H. Stokes: I think the condition is malignant, metastatic and malig- 
nant. An infectious granuloma ought to be considered, but the lesion on the cheek 
does not suggest that. 

Dr. REUBEN FRIEDMAN: I suggest an examination of the mediastinum. I recall 
a patient with lesions such as these; a sarcoma of the mediastinum was found at 
necropsy. 

Dr. Joun H. Stokes: I suggest that an attempt be made to see if these 
lesions are autoinoculable and also whether anything follows animal inoculation 
(for instance, in the guinea pig or in the anterior chamber of the eye of the 
rabbit). 

Dr. Joun B. Lupy: My first diagnosis was a sarcoma of some sort. The 
sections were examined by Dr. McFarland and by other pathologists, with six 
or seven different opinions, one of which was myoma cutis. Dr. Weidman thought 
the condition was that. In Dr. McFarland’s opinion the condition was of neurog- 
enous origin. The description of epithelioma adenoides cysticum given by McCarthy 
and by Sutton and Sutton corresponds fairly well to this patient’s dermatosis, 
but the histologic reports do not confirm this. 


A Case for Diagnosis. Presented by Dr. Dovcrass A. Decker, Allentown, Pa. 


E. F., a Negro child aged 2 years, presents a linear, papulosquamous eruption 
on the posterior parts of the leg and thigh (left), extending from the gluteal 
region to the ankle. The condition was first noticed by the mother when the 
patient was a year old. It has become progressively worse. The _ histologic 
report by Dr. Weidman was as follows: “In a way the picture is that of psoriasis. 
There are several short stretches of parakeratosis, but they are intermitted by 
thin, dense, hyperkeratotic material. Again, whereas the interpapillary pegs are 
elongated, they are largely fused into a solid stratum. The prickle cell layer, 
however, is edematous, indeed spongiotic in several places, and there are clusters of 
leukocytes in connection with the more highly edematous foci. Moreover, the epi- 
dermal stratums immediately overlying the tips of the papillae are definitely nar- 
rowed in several instances. In the corium there is an infiltration of lymphocytes 
in the papillary bodies immediately underlying the parakeratotic accumula- 
tions, associated with a heavy round cell infiltration. Only a few polymorpho- 
nuclear leukocytes are discernible among them, but fairly numerous examples can 
be identified in the interspaces of the prickle cells of the epidermis. Hair follicles 
and sweat glands are numerous and appear to be normal. The picture is that of 
psoriasis which has become atypical by reason of treatment or some other circum- 
stance. In the absence of a history of such, parapsoriasis should be considered. 
Lichen planus can be definitely excluded from consideration, in view of the para- 
keratosis and other features that need not be detailed. Likewise, ichthyosis and 
linear nevus, which were also entertained clinically, can be excluded with finality. 
I saw this patient and recall that some of the lesions were erythematous, as though 
they had been rubbed or scratched. Perhaps this could account for modification 
of what was really a linear nevus. However, the condition is certainly not ichthy- 
osis, because there is not any hyperkeratosis in the sections.” 
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DISCUSSION 


Dr. Joun H. Stokes: I think this condition is ichthyosis hystrix. It is a 
nevus and a good illustration of how many pathologic diagnoses are confusable 
with psoriasis. I have seen a similar picture in another case of ichthyosis hystrix 
and am wondering whether the clinical appearance in this case, being somewhat 
psoriasiform, might not predicate this type of disease rather than psoriasis. 

Dr. Donatp M. Pititssury: In a strikingly similar case which I observed I 
was unable to determine whether the condition was linear psoriasis or psoriasiform 
nevus on the basis of the histologic changes. The lesion changed considerably as 
regards the erythema and scaling, and it will be of interest to observe this girl 
in this regard. I think the lesion is a nevus. 

Dr. Douctass A. Decker, Allentown, Pa.: The mother told me that the lesion 
had never changed except to spread. 


Urticaria Pigmentosa. Presented by Dr. ParrictA DRAnt. 


The patient is a white boy 20 months of age. He has numerous yellowish 
brown lesions, some flat and some papular, distributed over most of his body. 
There are fewer lesions on his face. At times they are urticarial. When the 
child was 3 months old the lesions first appeared as “red spots”; they gradually 
increased in number and finally assumed the yellowish brown color. There is 
decided pruritus. 


Urticaria Pigmentosa. Presented by Dr. J. M. Scui_pKRaut, Trenton, N. J. 


S. R., a white boy aged 4 years, had hives when he was 3 months of age, 
which continued for about three months. Then the sites of the urticarial lesions 
became brownish, and the color has persisted. The macular pigmented lesions are 
scattered over the trunk and limbs. If the pigmented area is rubbed, the site 
becomes urticarial. This child has a brother, now 5 months of age. When the 
second boy was 3 months of age urticaria developed, which persisted for six weeks 
and cleared up without any evidence of pigmentation. 


DISCUSSION ON CASES OF URTICARIA PIGMENTOSA 


Dr. Stic¢mMuND S. GREENBAUM: Dr. Drant’s case is a typical one of urticaria 
pigmentosa. In the case presented by Dr. Schildkraut, there is a question in my 
mind as to whether the condition is not the pigmented remains of urticaria, with a 
coal tar derivative as a cause before that, rather than typical urticaria pigmentosa. 
It is true that the lesions become a little reddened on rubbing, but so does the 
normal skin, which has a tendency toward dermographia. The way to settle the 
question is by microscopic study. 

Dr. Joun H. Stokes: I think a biopsy should be performed. Urticaria with 
pigmentation is officially differentiated from urticaria pigmentosa. 


Norte.—Subsequent examination of a biopsy specimen in Dr. Schildkraut’s case 
showed mast cells and other features of urticaria pigmentosa. 


Lymphangioma Circumscriptum. Presented by Dr. Jonn B. Lupy. 


A. S., a white girl aged 16, was admitted to the hospital in January 1938 with a 
varicelliform eruption limited to the skin of the left buttock. On admission her 
temperature was 102 F., and on the sixth day after admission it was 105.4 F. Cul- 
ture of the varicelliform eruption showed the presence of gram-positive streptococci 
and gram-positive diplococci. At the age of 6 years the patient suffered a fall 
which injured her left hip. Six months after this injury an erythematous eruption 
appeared on the left hip and was limited to this area. A few weeks prior to 
admission pain and tenderness developed in this region, and on admission these 
syinptoms were present in addition to the varicelliform eruption. A roentgenogram 
of the hip on January 4 was normal. On January 22 incision and drainage of an 
infected bursa were performed. Culture of material from the wound showed the 
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presence of Streptococcus haemolyticus. The varicelliform eruption present on 
admission disappeared a few days prior to the operation. About three months 
after operation lymphangioma circumscriptum developed at the site of the surgical 
wound, and this has continued until the present, with recurrent exacerbations con- 
sisting of vesicles and crusts. 

DISCUSSION 


Dr. Joun H. Stokes: There is an interesting question as to the sequence of 
events here. An infection may occur in a tissue riddled with lymphangioma cir- 
cumscriptum, as one occasionally sees it in the thigh and in the lower part of the 
leg. Usually it is advisable in cases of this kind at the start to take careful 
measurements of the two legs, because the one which is infiltrated with lymphan- 
gioma circumscriptum of congenital origin will usually be 1 or 2 inches (2.5 to 
5 cm.) larger than the other. The second probability is that the lymphangioma 
circumscriptum followed an infection. That I have seen most frequently following 
tuberculosis (tuberculous obliteration of the inguinal lymph nodes and tuberculous 
lymphangitis). It seems as if some type of tuberculous infection actually attacks 
the lymphatic system and obstructs it a little more rapidly and thoroughly than 
some other types of infection. Chronic lymphangitis will also follow streptococcic 
infection, as is known, but in my experience there is almost never lymphangi- 
omatous hypertrophy like this. Just what the significance of the Kaposi varicelli- 
form eruption may be I cannot say. If there is ever a chance to take a deep 
biopsy specimen, it would be rather interesting to see just where this lymphangioma 
circumscriptum stands. 

Dr Epwarp F. Corson: Kaposi’s varicelliform eruption is an acute process 
usually supervening in long-standing eczema, but at the time these pictures were 
taken there was a crusted appearance. I did not see the primary attack. My 
feeling is that the first of Dr. Stokes’s suggestions is the most applicable here. 
The changes seem to date from a fall at the age of 6 years, and I believe that 
was the beginning of the lymphatic changes and that this secondary infection 
happened some years later. It is interesting, looking at the patient to see the 
scars and the scattered areas of lymphangioma circumscriptum on all sides of them 
and to consider whether there is any relation between the two. I have occasionally 
seen lymphangioma following operations, especially operations for hernia, and one 
finds most of the outbreak on the skin below the line of incision, because of the 
blocking of the channels on the distal side; these swell and become lymphangi- 
omatous. When one punctures the lesions in this child, there is scarcely any 
flow of lymph. I recall a case in which the condition was due to an empyema 
scar, and when the blisters were broken the lymph flowed for hours. The patient 
was averse to having them tampered with because he knew there would be a 
long flow following, with soaked dressings and inconvenience. In this case of 
Dr. Ludy’s there is scarcely any lymph at all. Nevertheless, I believe the diagnosis 
is correct. 


Herpes Zoster Abdominalis Associated with a Generalized Varicella-like 
Eruption. Presented by Dr. Carrort S. Wricut and Dr. RevusEN 
FRIEDMAN. 


J. K., a white man aged 20, has a broad band, about 10 cm. in diameter, of 
coalescent and discrete vesicles and bullae, unruptured, some of which are hemor- 
rhagic, across the right side of the trunk from the level of the second and third 
lumbar vertebrae to the region of the umbilicus. Some lesions also are present 
beyond the midline. Sharp, lancinating pains developed in the right lumbar and 
lower abdominal regions on Oct. 11, 1940, followed in twenty-four hours by the 
appearance of reddish patches in those regions. The patient went to a dispensary 
and was vaccinated on his right arm with antismallpox vaccine. The next day 
grouped vesicles appeared on the aforementioned regions. Pain has been severe 
and persistent. A widely disseminated, nonpruritic, discrete, varicella-like, vesicular, 
vesicopapular and papular eruption suddenly appeared on October 17. It most 
abundantly involves the face. The oral mucosa and the genitalia are also involved. 
The patient's temperature on the afternoon of October 18 was 99.37 F., his 
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pulse rate 82 and his respiratory rate 22. The patient was given thiamine hydro- 
chloride, 10,000 international units, intravenously on October 16. In addition, 
compound tincture of benzoin locally, capsules of codeine sulfate, acetylsalicylic 
acid and acetophenetidin have been prescribed. 


DISCUSSION 


Dr. Joun H. Stokes: This picture is a typical one of herpes zoster gen- ie 
eralisatus. It was this type of case which first raised the question of the relation i 
between herpes zoster virus and the virus of chickenpox. I once had 2 patients in q 
the same room for several weeks, during which time zoster developed in 1 and a 
chickenpox in the other. The herpes zoster generalisatus was divided between 
them instead of appearing on 1. This condition is the fatal type of herpes zoster 
in older persons; they rarely recover. In the case of a young man like this the E 
condition is not, of course, so serious. t 

Dr. ABRAM StrAuss: I believe that the virus causing this condition is definitely iH 
varicella virus. Recently I saw an elderly man with herpes zoster, and sixteen Fo 
days later typical varicella developed in both his grandchildren. yy 

Dr. SigmuND S. GREENBAUM: I agree with Dr. Stokes that in elderly. persons 
this type offers a serious prognosis. Some of the zoster lesions in this patient 
have a tendency to hemorrhagic changes. In a case that I observed some years 
ago the lesions went on to necrosis and further generalization, with death for the 
patient. I think this man should be put in a hospital. 

Dr. Evan B. Hume (by invitation): Has the smallpox vaccination which this 
man recently received any relation to this condition? 

Dr. ReuseEN FRIEDMAN: The department of ophthalmology at Temple Uni- a 
versity has had considerable experience in the treatment of herpes zoster ophthal- a 
micus with cowpox vaccine. Every patient with this condition is immediately Ay 
treated in this way, and the results have been extraordinarily successful. In a : 
case which I recently referred, the patient was suffering considerable pain and a 
had severe involvement of the entire left supraorbital and frontal region. He was a 
immediately vaccinated. Within twenty-four hours the pain ceased, and the patient 
went on to uncomplicated recovery without any other local or general treatment. 
He was revaccinated two days after admission. The practice is to vaccinate the 
patient every other day for three or four times. The patient I mention had a 
positive “take” for the first and second vaccinations. The ophthalmologist thinks 
that the virus takes effect immediately, even before any local reaction. The theory 
is that since smallpox, herpes simplex and herpes zoster are either probably 
or certainly virus diseases, vaccination of patients with cowpox vaccine may be i 
helpful. 


Dr. Joun H. Stokes: The use of cowpox vaccine in the treatment of recurrent a 
herpes furnishes a precedent. i 


Dr. H. E. Twrintnc: Is there any history of exposure to chickenpox on the a 
part of this boy? uy 
Dr. REUBEN FRIEDMAN: There is no history of exposure, and he has never a 
had herpes zoster. 


HerMAN BEERMAN, M.D., Chairman 


Donatp M. M.D., Secretary 


Nov. 15, 1940 


Psoriasis. Epitheliomas, Possibly from Long Use of Arsenic. Presented 
by Dr. Rosert AppLestern, Trenton, N. J. 


M. L. W., a white woman aged 60, presents red marginated scaly lesions on 
the back and, to a less extent, on the thighs, right elbow and scalp. There is a 
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large ulcer with hard, dark, thickened and rolled edges back of the left shoulder, 
and there is a reddened area on the left temple with slight evidence of a rolled 
edge. There are three small reddened flat papules on the chest. There is a 
small hard slightly scaly and slightly reddened papule at the center of the 
hair line anteriorly. Telangiectasia is visible. The patient, a gray-haired, well 
nourished, elderly woman, first had psoriasis in 1899. It cleared up and did not 
recur until after the birth of her first child, in 1906. She began to take solution 
of potassium arsenite U. S. P. in 1906 and took it fairly steadily until 1931 in 
doses of 5 to 10 drops three times a day. In recent years she has used only a 
proprietary preparation applied locally. The ulcer on the back of the left shoulder 
began eight years ago and enlarged slowly; that on the right temple, two and a 
half years ago; that on the chest, one year ago, and that on the upper part of 
the forehead, one month ago. One sister of the patient died of cancer of the 
rectum and one sister of cancer of the ovary. No other member of the family 
has either cancer of the skin or psoriasis. Radium was applied on Sept. 18, 1940 
to the left temple (250 milligram hours), to the papilloma on the right side of 
the chest (50 milligram hours) and to the papular lesions on the front of the 
chest (150 milligram hours). Since then there has been appreciable improvement 
in all areas treated. 
DISCUSSION 


Dr. A. Strauss: These lesions may arise from a preexisting mole, almost 
melanotic in type; the discoloration around the large lesion is certainly suggestive 
of melanosis. 


Dr. Carrot: S. Wricut: I think that in most cases of this type the epithe- 
liomatous change is undoubtedly due to the ingestion of a large quantity of arsenic, 
but the point that Dr. Friedman and I tried to make was that in some of our 
cases we could not demonstrate arsenic retention or obtain a history of ingestion of 
arsenic (Wright, C. S., and Friedman, R. J.: Psoriasis and Multiple Superficial 
Epithelioma, Arc. Dermat. & Sypu. 27:70 [Jan.] 1933). Using Osborne’s method 
we were unable to demonstrate arsenic in the epitheliomas we examined. Another 
point was that in a number of cases the epitheliomatous lesions are overlooked by 
the examining physician and are regarded as part of the psoriasis. 


Dr. Sicémunp S. GREENBAUM: There could have been a reabsorption of the 
arsenic in the presence of this epithelomatous lesion, because there is, of course, 
an incubation period between the taking of the carcinogenic agent and the develop- 
ment of carcinoma. It is well known that arsenic is an epithelial stimulant, and 
the absence of arsenic in the epithelioma at this time would not eliminate the 
possibility of arsenic as the original stimulating factor. Dr. Strauss’s point is, I 
think, well taken. A biopsy is certainly in order. 

Dr. Hersert J. Smiru: I cannot say that I believe the arsenic is the cause of 
this lesion. On account of the pigmentation, I think the condition really is 
melanoma or belongs to that class. There is a mole just below the ulcerated lesion. 


Dr. THomas ButrerwortH, Reading, Pa.: Dr. Schildkraut pointed out an 
interesting feature: Just below the ulcer on the back there are three streaks, as 
if a caustic substance had been applied. 


Dr. Rospert APPLESTEIN, Trenton, N. J.: I cannot tell you anything about those 
streaks. They were there when I first saw the patient, about four or five months 
ago. The discussion has all been centered on the one lesion back of the left 
shoulder. Perhaps I did not make it clear enough that on the left temple she had 
what was a typical basal cell epithelioma which was treated by radium, and in 
the center of the chest there was a lesion of two parts, almost joined, which was 
very suggestive of malignant tissue, with no particular color to it. On the 
right side of the chest there was a little papilloma which did not appear to be 
malignant but which was also treated with radium at the same time the other 
areas were treated. Recently in the center of the hair line anteriorly a papule the 
size of a medium-sized pea has developed, which clinically appears to be an 
epithelioma. There has been no roentgen ray study made of the chest of this 
patient. 
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Dr. Frep D. WetpMAN: Might this condition not be an example of pigmented 
basal cell cancer? This would be in keeping with multiple epitheliomatosis, con- 
sidering the other lesions that are present. I do not see any necessity for 
invoking an arsenical factor in this case. In regard to the patch of erysipelatoid 
flushing, I think every one can recall cases of cancer of the breast with carci- 
nomatous flushing, making the conditions resemble cancer en cuirasse, in which 
the red color is due to cancerous tissue itself—actual cancerous infiltration. I have 
never seen this flushing in connection with basal cell cancer but believe it a thought 
worth entertaining. Of course, the condition would be a miniature in this case, 
compared with the extensive patches that appear on the breast. 


Generalized Scleroderma. Presented by Dr. J. M. ScHitpKraut, Trenton, N. J. 


Mrs. J. S., a white woman aged 53, presents depigmentation around the eyes. 
There are waxlike, hard areas involving both arms, with violaceous borders. The 
skin of the chest, back and abdomen is depigmented and boardlike. Scattered in 
these areas there are brown pigmented macules. There are similar patches on 
both thighs. Hard waxlike areas are present on the wrists and insteps. The skin 
over the trunk is hidebound. The patient complains of considerable itching. In 
November 1937 she was operated on for hernia. Approximately one year after 
the operation she noticed a hardening of the skin over the right hip. This gradu- 
ally spread to other parts of the body. She has been given tablets (panteric tablets) 
composed of pancreatic enzymes and soothing liniments, with improvement. 


Sclerodactylia. Presented by Dr. Carrot. S. Wricut and Dr. CHARLES 
L. Brown (by invitation). 

L. F., a white woman aged 57, presents atrophic changes in the fingers, with 
loss of the distal phalanges and partial loss of the middle phalanges. There is a 
scar on the right ankle, the site of a previous ulceration. The face appears to be 
drawn, and the skin is smooth and shiny. The changes in the hands began thirty 
years ago and have caused a gradual loss of the digits. The cornea shows a 
dystrophic and degenerative process. Chemical examination showed the blood 
calcium to be 10.5 mg. per hundred cubic centimeters, with the total content of 
phosphorus 3.9 mg. The urine was normal. Examination of the blood revealed 
59.9 per cent hemoglobin, 3,900,000 erythrocytes and 9,900 leukocytes, with a 
normal differential count. A roentgenogram showed deposits of calcium in the 
mediastinum under the sternum and along the anterior borders of the vertebrae, 
with some demineralization of the bones. 


DISCUSSION ON CASES OF DR. SCHILDKRAUT AND DRS. WRIGHT AND BROWN 


Dr. Carrot, S. Wricut: The surgean, Dr. Wayne Babcock, mentioned the 
possibility of parathyroidectomy in the second case. Has any one had any experi- 
ence with this type of treatment? 

Dr. Donatp M. Pittssury: Leriche, Jung and DeBakey (The Surgical Treat- 
ment of Scleroderma, Surgery 1:6-24, 1937) suggested this method of treatment 
some years ago and reported successful results in several cases, based on the 
various evidences of disturbed calcium metabolism in scleroderma. Because of 
the possibility of unfavorable sequelae, particular tetany, it seems to me that 
the operation should be given careful consideration before it is attempted in this 
patient. However, Bernheim and Garlock (Bernheim, A. R., and Garlock, J. H.: 
Parathyroidectomy for Raynaud’s Disease and Scleroderma, Arch. Surg. 38:543 
[March] 1939) have recently reported good late results following parathyroidec- 
tomy in several cases of scleroderma and stated the belief that it should be done 
before the disease is advanced. I have had no personal experience with this type 
of treatment. 

Dr. Frep D. WetpmMAN: When the fibrosis in the deep parts in the second 
case is noted, it is realized that this condition is not the superficial type of sclero- 
derma; the muscles in the calf are hard and woody, and I understand that the 
roentgenogram showed fibrous masses in the mediastinum, with some calcification. 
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The condition is therefore the deep type of scleroderma, whatever that may mean 
in relation to pathogenesis. Of course, in that connection, the atrophy of the fingers 
makes one think of a nervous factor. 

Dr. Donatp M. Pittssury: It seems to me that these 2 cases illustrate the 
difference between ordinary diffuse scleroderma and the type which is associated 
with sclerodactylia and preceding evidence of Raynaud’s disease, which Sellei 
groups under the term acrosclerosis. The points of similarity as well as the 
differences between the two processes are well illustrated. As is known, Sellei 
believes that patients with acrosclerosis respond to various organic extracts, par- 
ticularly those of the pancreas and of the stomach. 

Dr. J. M. ScuitpKraut, Trenton, N. J.: I am administering tablets composed 
of pancreatic enzymes. This woman has improved under that treatment. The 
hardness is leaving. I think a patient was presented some months ago who was 
treated with prostigmine. 

Dr. Carmen C. THomas: My experience with prostigmine has been rather 
limited—5 patients. Only 2 have shown definite improvement, and their conditions 
were of the morpheiform type. One patient showed calcinosis (ArcH. Dermat. & 
Sypu. 42:740 [Oct.] 1940). I think there are some reports in the literature of 
cases of dermatomyositis in which improvement followed the administration of 
prostigmine. 

Dr. S1icmuND S. GREENBAUM: In cases of acrosclerosis, such as case 2, I 
think there have been some favorable reports on the use of acetylbetamethylcholine 
(mecholylchloride or mecholyl bromide) and also of the various gland products 
other than pancreatic ones, solution of posterior pituitary in particular. 

Dr. Donatp M. Pittspury: I have used mecholyl iontophoresis, and its 
effect has been completely disappointing for the generalized type of the condition. 
I have treated 3 or 4 patients in this way. 

Dr. A. Strauss: In a case similar to the second one, in which a cervical 
sympathectomy was done on account of the condition of the finger, there was 
temporary improvement following the operation. The patient was given pan- 
creatic extract, which did not seem to do any good. I then administered typhoid 
vaccine intravenously, and the patient did well. She is still living, after twelve or 
fifteen years. 


A Case for Diagnosis (Dermatomyositis or Acute Scleroderma?). Pre- 
sented by Dr. Carrott S. Wricut and Dr. CHares L. Brown (by invitation). 


A. N., a white man aged 49, in the past three or four months has noted a loss 
of strength in the forearms and legs; he is easily fatigued. He has also observed 
swelling of the arms and legs, followed by a thickening of the skin of these 
areas. For four weeks he has had dyspnea on exertion. The patient’s forearms 
and hands and the lower parts of his legs show slight swelling, with a thickening 
of the overlying skin. The skin is partially bound or fixed to the underlying struc- 
tures. Muscle power is decreased. The Romberg test gave a positive reaction. 
Serum calcium amounted to 8.9 mg. per hundred cubic centimeters, with the total 
content of phosphorus 3.4 mg. The Wassermann reaction of the blood was nega- 
tive. Examination of the blood showed 77.7 per cent hemoglobin, 4,500,000 erythro- 
cytes and 12,750 leukocytes. A roentgenogram demonstrated no abnormality of 
the bones and none of the changes usually associated with scleroderma. 


DISCUSSION 


Dr. Sic¢muND S. GREENBAUM: This man does not appear to me to have 
dermatomyositis. There is no pain and no swelling of the eyelids, which is usual 
for that condition. I think he has scleredema adultorum. He actually has 
edema in both legs, and I think the condition is similar to that of a student 
presented some years ago in whom this condition developed after some infec- 
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tion. It is totally different, I am sure, from that in case 3 and from the morphea- 
like type in case 2. It is scleredema, to give it a name and a term without knowing 
the cause any more than is known in scleroderma. 


Dr. Hersert J. SmitH: I thought the condition was scleredema. 


Dr. H. E. Twrntne: I have seen 2 similar patients; one died and the 
other, a man of about 20, is in a New York hospital now; but these cutaneous 
lesions do not look like the ones in either of those. There was no pitting on 
pressure, and there was a violaceous swelling around the eyes of both my patients, 
and there was much more muscular atrophy after subsidence of the cutaneous 
lesions. I do not believe this condition resembles the picture of dermatomyositis. 
One of the patients I observed received massive doses of wheat germ and noted 
more improvement than with any other type of treatment. 


Dr. VAUGHN C. GARNER: This man’s temperature is subnormal, while with 
dermatomyositis the patients are usually febrile. 


Dr. DonaLp M. Pittsspury: In connection with an attempt at differentiating 
between dermatomyositis and scleroderma, I think one should keep in mind that 
there is increasing evidence that they may be different aspects of the same basic 
disease (Freudenthal, W.: Generalized Scleroderma and Dermatomyositis: A 
Histological Comparison, Brit. J. Dermat. 52:289, 1940; Lewis, T.: Note on 
Scleroderma (Dermatomyositis), ibid. 52:233, 1940). 


Roentgen Ray Dermatitis. Presented by Dr. Carroit. S. WRIGHT. 


B. K., a white woman aged 35, states that she had an operation for goiter about 
six years ago. After this she received a series of about twenty-five roentgen ray 
treatments to the front and back of her neck. This was followed by a series of 
three twenty-four-hour radium treatments once weekly for three weeks. Telangi- 
ectasia, atrophy and sclerosis of the skin on the front and back of her neck and 
on the upper part of the chest, with purpuric discoloration, developed after recov- 
ery from the primary reaction to the radiation.. Symptoms of laryngeal stenosis 
and hoarseness first appeared about nine months ago (December 1939). Ulceration 
appeared in the affected regions about six months ago. The patient is at present 
under treatment in the bronchoscopic clinic. 


DISCUSSION 


Dr. Carrot, S. Wricut: Treatment had been given in one of the best 
hospitals in the city, and I am at a loss as to what to do for the patient. A condi- 
tion of this type is too advanced for Aloe vera to have any possible effect. 


Dr. Donatp M. Pittssury: I have been surprised at the number of patients 
with thyrotoxicosis treated with roentgen rays in whom atrophy has developed. I 
think it is a common sequela but not ordinarily so extreme as this, fortunately. 


Dr. SicGmMuND S. GrreENBAUM: She should have a plastic operation; it is the 
only recourse. 


Early Keratosis Follicularis (Darier’s Disease). Presented by Dr. VAUGHN 
C. GARNER. 


J. E., a white boy aged 15, shows a widespread follicular hyperkeratosis 
(yellowish brown papules with some tendency toward confluence) involving the 
sides of the neck, the presternal region and particularly the back. The condition 
had its onset four years ago, when the boy was 11 years of age, on the sides of 
the neck. There has been gradual progression, with partial to complete involution 
during the winter months, until the past year. The boy’s mother and maternal 
grandfather had “eczema” but the family history is otherwise normal. Medical 
examination of the patient revealed nothing abnormal. Histologic examination 
showed early Darier’s disease. The patient has been treated with 5 per cent 
salicylic acid ointment, with temporary improvement. 
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DISCUSSION 


Dr. Epwarp F. Corson: I agree with the diagnosis. 

Dr. THomAs BUTTERWORTH, Reading, Pa.: Dr. Garner asked for results of 
experience with roentgen rays. I think roentgen rays in the treatment of Darier’s 
disease are good for the fungating type of lesions, such as occur behind the ear, 
between the buttocks and in the groins, but for the type this boy has I have never 
obtained any benefit, although in several institutional cases I have administered 
large doses. In the literature, however, there are reports of their successful use. 
I have tried everything recommended for this condition—gold sodium thiosulfate, 
all the vitamins, calcium, atropine and almost everything I could find reports of— 
with no results. This patient shows one feature which is exhibited in many cases 
of Darier’s disease and which does not seem to be mentioned in the textbooks, 
that sunlight makes him definitely worse. Some patients will maintain an erythema 
all summer, and with the onset of cooler weather the redness between the papules 
will subside. That may be a good starting point for some one who is studying 
this condition. This past summer I prescribed a quinine lotion for 2 patients, and 
they went through the summer months in much better condition than they had 
previously. 

Dr. Frep D. WEIDMAN: This condition is, of course, in the very early stages. 
In spite of this, there are definite changes in the palms. On the hypothenar emi- 
nence there are minute pits. Macleod and Muende (Macleod, J. M. H., and 
Muende, I.: Practical Handbook of the Pathology of the Skin, London, H. K. 
Lewis & Co., Ltd., 1940) indicate that it is difficult to see these little keratoses, but 
one can make them appear by smearing a black substance over the palm and then 
pressing the palm on white paper. 

Dr. SicmuNp S. GREENBAUM: Last month I presented 2 patients with Darier’s 
disease. The girl stated that she improved under ultraviolet irradiation given 
by another physician, and the boy, in whom I tested the effects of treatment with 
roentgen rays, showed a temporary disappearance clinically of the lesions and also 
some modifications histologically, as Dr. Weidman found. In that 1 case roentgen 
rays were a failure, except for temporary improvmeent. 

Dr. HERMAN BEERMAN: Dr. Butterworth appears to have been seeing a 
good many patients with Darier’s disease in the Panhurst State Hospital. I should 
like to ask what he considers the relation, if any, between the mental status of 
patients and the disease. 

Dr. Tuomas ButTTreRwortH, Reading, Pa.: I do not believe there is any 
relation. In persons with mental deficiency the severe form of the disease is 
frequently seen, although the fully developed picture may be seen in persons of 
normal intellect. 


A Case for Diagnosis (Morphea? Lichen Sclerosus et Atrophicus?). 
Presented by Dr. Doucrass A. Decker, Allentown, Pa. 

A. R., a white woman aged 56, presents a generalized eruption arranged in 
bizarre patches over her trunk, legs and arms. The lesions are superficial and 
not infiltrated and present a superficial retiform atrophy. Pruritus developed while 
she was under gold therapy for arthritis. This became progressively worse. The 
family history and past medical history of the patient are normal. The Wasser- 
mann reaction of the blood was negative. The pathologic diagnosis made on 
histologic section was morphea. 

DISCUSSION 

Dr. J. M. ScurmpxKravut, Trenton, N. J.: I agree with the diagnosis of 
morphea. I did not see any evidence of lichen sclerosus. 

Dr. Morrts Marxkow17z: I venture a diagnosis of atrophia senilis physiologica. 
I think many old people have skin like that. 

Dr. THomas BuTTerworTH, Reading, Pa.: I think the patient has a contact 
dermatitis. She has a zone of normal skin extending across the trunk between 
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the top of the corset and the lower edge of the brassiere. The upper limit of the 
erythema corresponds with the top edge of the corset. She may be sensitive to 
some of the chemicals used in making rubberized corsets and brassieres. 


Dr. Frep D. WetpMaAN: I also noticed the relation to the brassiere, but the 
singular thing is that the eruption is intertriginous, under both breasts, in the 
axillas and in the furrows of the groin, and I thought from that it was an 
intertriginous effect, that is, the warmth and pressure of the brassiere acted as 
the apposing item which ordinarily would obtain in an intertriginous position. 
That, so far as I know, is a new feature for morphea. Of course every one is 
familiar with the recent paper by Montgomery and Hill, on lichen sclerosus et 
atrophicus (ArcH. Dermat. & Sypn. 42:755 [Nov.] 1940); in it, I was amazed 
at the extensiveness of the condition in some cases. I am sure that microscopically 
that diagnosis could not be ruled out. The distribution in this case is most sur- 
prising. In Dr. Schildkraut’s case of scleroderma a similar distribution in the 
axillas and under the breasts was exhibited. I think those are companion pieces. 


Dr. Stic¢muND S. GREENBAUM: I am sure that a part of this picture is 
morphea, but this patient complains of one symptom, and that is the tenderness 
of the entire dermatologic structure. She says that no matter where pressure is 
made on the skin it causes pain. This condition is not a symptom of ordinary 
morphea. But morphea does occur in some cases of acrodermatitis chronica 
atrophicans. Her condition may represent an abortive type of that disease. 


Parapsoriasis Varioliformis. Presented by Dr. Evan B. Hume for 


Dr. Epwarp F. Corson. 


H. G., a white woman aged 41, in August 1930 had a “heart attack,” which 
kept her in bed nine weeks. This followed the last menstrual ,eriod the patient 
has ever had. In August 1940 a “blister” appeared on the left sole, which itched 
severely. More blisters appeared, and the foot became sore. New lesions then 
appeared on the lower extremities, the upper extremities and the trunk. None 
appeared on the face or scalp. Itching occurs only when the lesions are new. 
The patient is well nourished and apparently healthy. There are many discrete, 
red, elevated papules, some of which have a flat or umbilicated surface; they are 
violaceous and have fine scales. Some are vesicular; some are pustular and have 
thick crusts. A large lesion on the lateral side of the right breast is red and 
inflamed and has an ulcerated center. Older lesions are brown and scarred. The 
patient had measles and chickenpox in childhood and “kidney trouble.” Diagnoses 
in the hospital on Nov. 25, 1936 were as follows: fibromyoma, endocervicitis, 
chronic salpingitis, pleuritis, neurocirculatory asthenia or vasomotor instability. 
Examination of the blood on Dec. 2, 1936 revealed 82 per cent hemoglobin, 4,050,000 
erythrocytes, 7,600 leukocytes and a color index of 1, and on Nov. 8, 1940, 85 per 
cent hemoglobin, 4,000,000 erythrocytes, 3,900 leukocytes and a color index of 
1.06. On Dec. 2, 1936 there were 66 per cent neutrophils, 2 young forms, no 
eosinophils, no basophils and 30 per cent lymphocytes; on Nov. 8, 1940 there were 
60 per cent neutrophils, no young forms, 4 per cent eosinophils, no basophils and 
36 per cent lymphocytes. On Dec. 2, 1936 there were occasional microcytes and 
poikiloplastocytes and many toxic granules; on Nov. 8, 1940 there were no 
abnormal erythrocytes or leukocytes. The Wassermann and Kahn reactions of 
the blood on both dates were negative. Treatment has been symptomatic. 


DISCUSSION 


Dr. SicmunpD S. GREENBAUM: I disagree with the diagnosis. I am not pre- 
pared to offer anything else, however. 

Dr. A. Strauss: I thought some of the lesions appeared to be factitial. The 
one under the breast looked like a typical bored-out lesion. 

Dr. Frep D. WetpmMaNn: I do not agree with the diagnosis of parapsoriasis 
varioliformis. A good many of the lesions look like insect bites. Some of them 
are similar to those seen in cases of straw itch. I could not get any history 
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confirming that diagnosis, however. Then I thought of lichen urticatus, but the 
patient has not the rosacea that goes with that. I could not get a history of rat 
mites either. But the condition looks parasitic to me. 

Dr. Morris Markowitz: Some of the lesions on the legs looked like papulo- 
necrotic tuberculids, especially two or three on the pretibial surface of the left leg. 

Dr. Epwarp F. Corson: The disease is of about three and one-half months’ 
duration. We did not see the patient until about two weeks ago.- At that time 
there were present three or four varicelliform vesicles. There were a rumber of 
pinkish to yellowish brown lichenoid papules scattered at various parts, and while 
the condition did not entirely conform to the description of aot varioli- 
formis, I think it comes nearer to that than to anything else. We considered derma- 
titis herpetiformis, on account of the itching and some grouping, and also papulo- 
necrotic tuberculid and papular urticaria. Where the punched-out, small ulcers or 
scars exist, there have been vesicles in the past, from the patient's history and 
from our own observation. Several vesicles noted two weeks ago are now shallow 
ulcers. 

Dr. BERTRAM SHAFFER: I do not think the disease is parapsoriasis varioli- 
formis. I think one should examine the patient very carefully for foci of infection. 
The condition may be a toxic folliculitis. One should also consider drug eruption. 

Dr. Epwarp F. Corson: There is no history of any drug ingestion. 

Dr. Evan B. Hume: Dr. Strauss mentioned the lesion under the breast, 
which appears to be factitial A few days ago the center had a necrotic crust 
over it. Last night this crust stuck to the patient’s clothes, and when she removed 
them, the crust was pulled off and left a punched-out center. 

Dr. HERMAN BEERMAN: [I saw this patient several months ago, at which time 
she complained of generalized pruritus. No cutaneous lesions were seen then on 
two examinations. 


